Philadelphia College of Osteopathic Medicine

DigitalCommons@PCOM
PCOM Psychology Dissertations

Student Dissertations, Theses and Papers

2002

Psychometric Investigation of the Validity and
Reliability of the Beliefs about Voices
Questionnaire-Revised in a Sample of Psychotic
Outpatients
John James Blue
Philadelphia College of Osteopathic Medicine

Follow this and additional works at: http://digitalcommons.pcom.edu/psychology_dissertations
Part of the Clinical Psychology Commons
Recommended Citation
Blue, John James, "Psychometric Investigation of the Validity and Reliability of the Beliefs about Voices Questionnaire-Revised in a
Sample of Psychotic Outpatients" (2002). PCOM Psychology Dissertations. Paper 11.

This Dissertation is brought to you for free and open access by the Student Dissertations, Theses and Papers at DigitalCommons@PCOM. It has been
accepted for inclusion in PCOM Psychology Dissertations by an authorized administrator of DigitalCommons@PCOM. For more information, please
contact library@pcom.edu.

Philadelphia College of Osteopathic Medicine
Department of Psychology

A PSYCHOMETRIC INVESTIGATION OF THE VALIDITY AND RELIABILITY
OF THE BELIEFS ABOUT VOICES QUESTIONNAIRE - REVISED
IN A SAMPLE OF PSYCHOTIC OUTPATIEJ\fIS

By John James Blue
Copyright: 2002 John James Blue

Submitted in Partial Fulfillment ofthe Requirements for the Degree of
DoCtor of Psychology
August 2002

PHILDELPHIA COLLEGE OF OSTEOPATHIC MEDICINE
DEPARTMENT OF PSYCHOLOGY
Dissertation Approval
This is to certifY that the thesis presented to us by John James Blue
on the_ _ day of_ _ _ _ _ _ _, 2002, in partial fulfillment ofthe
requirements for the degree of Doctor of Psychology, has been examined and is
acceptable in both scholarship and literary quality.

Committee Members' Signatures:
Robert A. DiTomasso, Ph.D., ABPP, Chairperson
Dr. Kathy Miller
David Castro-Blanco Ph.D., ABPP
Arthur Freeman, Ed.D., ABPP, Chair, Department of Psychology

logy

Psychometric investigation

111

Acknowledgments
It is with the most heartfelt warmth and gratitude that I would like to extend my
deepest love and appreciation for the unconditional love and support received from
my family. To my wife Andrea, I dedicate this work. In every sense she is my friend
and partner in life. To my granddaughter Julia who has brought so much joy and
happiness into my life.
To my daughters Allyson and Kristmwho follow in my footsteps and endeavor to
give so much ofthemselves to those in need and aspire to greater heights in their life.
Their commitment to lifelong education is to be commended.
To my friend Jim Terenchin for being there when technical advice was needed.
To Robert DiTomasso for his clinical expertise and guidance throughout the
dissertation project. Thank you always for providing the necessary support,
encouragement and believing in me to see our ideas come to fruition.
.
Thank you so much Dr. Kathy Miller for your undying support and encouragement
and for also believing in me. You remain in my thoughts always.
To Dr. David Castroblanco for his honest forthright contributions to the project.
Know that you will always remain in my thoughts.
To Dr. Barbara Golden and Dr. Bruce Zahn whose insights and contributions to this
project will always be acknowledged and appreciated.
A special thank you to Dr. Arthur Freeman who was captured by and believed in the
importance of the assessment ofbenevolent hallucinations.
To Donna Amici for her painstaking dedicated editing expertise I will remain forever
grateful.
A special recognition to Paul Chadwick in the United Kingdom without whose
seminal work, genuine encouragement and support this project would not have been
possible.
To David Hamarich, Andy Tolle, Irv Tyson, Robert Kohler, Dr. Kay Vickory,
Dr. Terrence Glaser, Dr. Scott Heller, Dr. Ron Ivison, and Dr.Albert Stratton for their
grand contribution of being there when clinical advice was needed. I remain in your
debt.
To my friend and colleague Christine Jenkins who shared a passion for the topic and
helped me to keep focus and energized me by recommending that evening cup of
cappuccmo.
Lastly I would like to thank: the many agencies and subjects who vo lunteered to assist
us in this study. Without their participation and encouragement the completion of this
study would not have been possible.
'

John James Blue, Psy. D

Psychometric Investigation

IV

Abstract
Refractory auditory hallucinations are a continuing problem in the treatment
of schizophrenic, schizoaffective and psychotically depressed patient populations as
well as patients with psychotic disorder, not otherwise specified. To date, little is
known about the assessment of such hallucinatory states. Currently there are only a
few instruments designed to examine the characteristics of auditory hallucinations.
The study examined the reliability and validity of the Beliefs About Voices
Questionnaire-Revised (BA VQ-R) in a sample of psychotic outpatients experiencing
refractory auditory hallucinations.
The present study consisted of 91 subjects; 57 men and 34 women selected
from four separate community outpatient settings, who experienced active auditory
hallucinations for at least 5 years. The subjects ranged between age 25-50 years of
age and were represented by the following ethnic groups: White: 82 subjects,
(90.1 %); African American: 7 subjects, (7.7%) and Hispanic: 2 subjects, (2.2%).
The sample included: (1) patients who were experiencing both active benevolent and
malevolent hallucinations and patients who were experiencing only malevolent
hallucinations; (2) those diagnosed according to DSM IV criteria (APA, 1994) with
schizophrenia (63.7%), schizoaffective disorder, (24.2%), and psychotic depression,
(12.1%) and (3) those considered refractory defmed as chronic and drug resistant and
corroborated by their treating psychiatrist. Number of self reported hospitalizations
ranged from 4-60. Exclusion criteria included those patients suffering from either a
drug or alcohol induced psychosis and/or dementia.
The goals of this study were: (1) To better defme the construct being
measured by the Beliefs About Voices Questionnaire-Revised (BAVQ-R) through
correlation with measures of anxiety, depression and hopelessness; (2) to test the
internal consistency of the content of the Beliefs About Voices QuestionnaireRevised (BAVQ-R); and (3) to study the properties of the BAVQ-R and its construct
validity and reliability. Measures included the Beliefs About Voices Questionnaire-R
(BAVQ-R); Beck Anxiety Inventory (BAI); Beck Depression Inventory II (BDI-II);
Beck Hopelessness Scale (BHS).
The present study provides support for the validity and reliability of the
BAVQ-R suggesting that it measures constructs that are potentially useful and
relevant to understanding and treating patients suffering from chronic refractory
hallucinations. The measure is a valid and reliable one with the sub-scale scores being
stable and measuring homogenous constructs.. The BAVQ-R exhibits test-retest
reliability and internal consistency reliability. Test-retest reliability is lower than
coefficient alpha. There is support for this measure's construct validity. These
subscales correlate with measures of emotional distress.

Coefficient Alpha reliabilities were calculated with alpha values ranging from
.75 to .88. Corrected item subscale total score correlations were calculated and found
to be significant at p < .Ol.
The [mdings of this study are theoretically consistent with Chadwick's theoretical
underpinnings, except that there was no statistical relationship 0 bserved between the
Benevolent subscale of the BAVQ-R and the BAl. The results of this study have
some interesting implications for treatment of patients suffering from refractory
auditory hallucinations. In the current study a very high correlation was found
between the BAVQ-R subscales of malevolence and onmipotence and scores on the
Beck Depression Inventory-II (BDI-II) and the Beck Hopelessness Scale (BHS). The
researchers found a statistically significant positive correlation between the scores on
the Malevolence sub-scale of the BAVQ-R and the BDI-II (r = .605, p < .01). As
scores on the Malevolent sub-scale increased subjects evidenced higher scores on the
BDI-II. In support of hypothesis 2 the correlation between the Onmipotence sub-scale
and the BDI -II was .565, (p < .01) suggesting that the more the subjects attributed
power and omnipotence to the hallucination, the more depression the subject
reported.
There was a statistically significant positive correlation between the
Malevolent sub-scale of the BAVQ-R and the BAI (r = .458, p < .01) suggesting that
the more malevolent the subjects hallucination the higher was the subject's anxiety
level. There was also a statistically significant positive correlation (r =.461, p. < .01)
between the Omnipotence sub-scale and the BAI suggesting that tpe more power and
omnipotence that was attributed to the hallucination, the more anxious the subject
was. In support of our third hypothesis there was a statistically significant positive
correlation observed between the Malevolence sub-scale of the BAVQ-R and the
BHS (r = .450, p < .01) suggesting that the more malevolent a subject's hallucination
the higher the subject's endorsement of hopelessness items on the BHS. There was
an inverse correlation between the Benevolence sub-scale and the BHS (r = -.319, p <
.01) which also supported our third hypothesis suggesting that the more benevolent
the subject's hallucinations the lower the scores on the BHS. Again in support of the
third hypothesis there was a statistically significant positive correlation between the
Omnipotence sub-scale and the BHS (r =.387, p < .01) suggesting that the more
omnipotent subjects rated their hallucination, the higher the endorsement of
hopelessness items on the BHS. It is important to note that the relationships between
administration 2 of the BAVQ-R and the Beck measures replicated those observed on
administration 1.
There appears to be some higher order factor on this scale having to do with
aversive hallucinatory experience and pleasurable hallucinatory experience. Those
who would score high on the aversive factor might be more likely to comply with a
treatment modality that would remove the hallucination and lessen their discomfort.
On the other hand, those patients high on the pleasurable factor might be less likely to
comply since they do not see their hallucination as distressing. Utilization of the
BAVQ-R in the assessment of hallucinatory states may be effective in alerting
clinicians' to those patients who may represent potential treatment resistance.
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Chapter 1
Introduction

Statement of the Problem

The existence of refractory auditory hallucinations represents a common problem in
patients suffering from schizophrenia, schizoaffective disorder, psychotic depression and
psychotic disorder, not otherwise specified. Currently there appears to be a dearth of
information on the topic of assessment of refractory auditory hallucinations. Little
research has been conducted to elucidate the characteristics of such hallucinations.
Knowledge about the characteristics, meaning and symptoms associated with refractory
hallucinations would be helpful in promoting more effective psychological interventions
related to treatment and adherence in this patient population.
A review ofthe literature reveals that there are few validated instruments available to
examine the characteristics of hallucinations in the above-described populations.
Presently there is a new scale that has been developed, the Beliefs About Voices
Questionnaire-Revised (BAVQ-R) (Chadwick, Lees & Birchwood, 2000), which has
been designed to assess the characteristics of hallucinations. There has been only one
study examining the Beliefs About Voices Questionnaire-Revised (BAVQ-R). A review
of the literature revealed that no further research has been conducted on this instrument to
date.
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This study was designed to evaluate the psychometric properties of the Beliefs About
Voices Questionnaire-Revised (BAVQ-R) in a sample of psychotic patients suffering
from refractory auditory hallucinations. For the purposes ofthis study refractory was
defmed as "chronic drug resistant auditory hallucinations" (Chadwick, Lees &
Birchwood, 2000). In attempting to understand the characteristics of refractory auditory
hallucinations, further development of this instrument would be most useful to clinicians
in the field.
This study had strong implications for examining the meaning and purpose of auditory
hallucinations as they relate to states of depression, anxiety and hopelessness in psychotic
patients.
What distinguished this study from others already performed was, in part, its emphasis
upon the exploration and assessment of characteristics of beliefs about hallucinations and
behaviors as they correlate with states of depression, anxiety and hopelessness. For
example, hallucinations can be characterized along a number of dimensions, including
benevolence, malevolence and omnipotence. Patients who have benevolent beliefs about
their hallucinations may be expected to view them as nondistressing and pleasing,
whereas, patients who have malevolent and/or omnipotent beliefs about their
hallucinations may be expected to view their hallucinations as distressing and
displeasing.
This study demonstrated the importance of assessment and exploring the meaning of
refractory hallucinations by validating the Beliefs About Voices Questionnaire-Revised
(BAVQ-R). This knowledge should be effective in further understanding hallucinatory
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experiences in this patient population and may have important future implications for the
development of effective therapeutic methods targeting modification of hallucinatory
meaning.
This investigation further explored the topographical elements of hallucinations, such
as frequency, intrusiveness, clarity and loudness of the patient's hallucinations, and
beliefs about voice content (Hustig and Hafner, 1990).

Purpose of the Study

This study examined the psychometric properties of the Beliefs About Voices
Questionnaire-Revised (BAVQ-R) (Chadwick, Lees & Birchwood, 2000) in patients
suffering from refractory auditory hallucinations. The purpose ofthis study was to better
defme the construct the Beliefs About yo ices Questionnaire-Revised (BAVQ-R) is trying
',,-

to measure by examining the relationship between sub scale scores ofthe BAVQ-R;
namely (Benevolence, Engagement, Malevolence and Omnipotence) and scores on the
Beck Anxiety Inventory (BAI), Beck Depression Inventory-II (BDI-II) and Beck
Hopelessness Scale (BHS).
This study had three goals: (1) To better define the construct being measured by the
Beliefs About Voices Questionnaire-Revised (BAVQ-R) through correlation with
measures of anxiety, depression and hopelessness; (2) to test the internal consistency of
the content ofthe Beliefs About Voices Questionnaire-Revised (BAVQ-R); and (3) to
test the stability ofthe BAVQ-R scores over time (test-retest reliability).
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In summary, this study attempted to provide much needed data on the psychometric
properties ofthe BAVQ-R and its construct validity and reliability.

Rationale

Refractory auditory hallucinations are a continuing problem in the treatment of
schizophrenic, schizoaffective and psychotically depressed patient populations, as well as
patients with psychotic disorder, not otherwise specified. To date, little is known about
the assessment of such hallucinatory states. Therefore more research on the measurement
of auditory hallucinations is needed. The need for a valid, reliable measure of
hallucinations would enhance the understanding of hallucinatory experiences and suggest
possible reasons for the existence of refractory auditory hallucinations.
Currently, there are only a few instruments designed to examine the characteristics of
auditory hallucinations.
The Topography of Voices Rating Scale (TVRS) (Hustig and Hafuer, 1990) is a fiveitem, 5-point Likert scale used to measure frequency, loudness, clarity and intrusiveness.
The Cognitive Assessment of Voices Interview Schedule (CAVIS) (Chadwick,
Birchwood, & Trower, 1996) is a semistructured interview schedule that is intended to
guide the assessment of cognitions. The Launay-Slade Hallucination Scale (LSHS)
(Launay and Slade, 1981) is comprised of 12 items, which reflect hypothesized
subclinical symptoms and clinical forms of hallucinations. The LSHS is designed to
measure the multidimensionality of hallucinations. The Mental Health Research Institute
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Unusual Perceptions Schedule (MUPS) (Carter, Mackinnon, Howard, Zeegers &
Copolov, 1995) is a comprehensive instrument developed to record patients' experiences
of auditory hallucinations as completely as possible.
The only existing measures that have been normed on chronic, drug-treatment
resistant patients experiencing refractory auditory hallucinations include the Beliefs
About Voices Questionnaire (BAVQ) (Chadwick, Birchwood & Trower, 1996) and the
Beliefs About Voices Questionnaire-Revised (BAVQ-R) (Chadwick, Lees and
Birchwood, 2000).
Chadwick and Birchwood (1994) developed the original Beliefs About Voices
Questionnaire (BAVQ), which was designed to measure beliefs, feelings and behavior
that were associated with the occurrence of auditory hallucinations. In its original form,
the BAVQ contained 30 self-report items in which the patient was asked to respond to
questions via a dichotomous forced choice format (yes-no). This original assessment
measured benevolence, malevolence, omnipotence, engagement and resistance.
The original BAVQ was found to be a reliable and valid measure, which elucidated
the importance of a patient's beliefs in the occurrence of auditory hallucinations
(Chadwick & Birchwood, 1995). The BAVQ-R was developed out of a need to correct
two primary limitations of its parent measure. First, due to the original dichotomous
forced choice format (yes-no) the measure did not accurately reflect "individual
differences and subtle changes over time." Second, the original BAVQ contained only a
single item assessing omnipotence (Chadwick, Lees & Birchwood, 2000). According to
Chadwick and Birchwood (1995) omnipotence is the belief that the voice has power over

5
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the patient and is a critical concept in understanding hallucinations. The BAVQ-R now
has an additional five items, which measure omnipotence.
The BAVQ-R is a measure of a patient's beliefs, emotions and behavior as they relate
to the patient's auditory hallucinations. Three subscales relate to beliefs (malevolence,
benevolence and omnipotence), the subscales of engagement and resistance measure the
emotional and behavioral relationships with auditory hallucinations. The BAVQ-R
contains six items assessing malevolence, six assessing benevolence, six assessing
omnipotence (power of the voice), eight assessing engagement, and nine assessing
resistance. Chadwick, Birchwood and Trower (1996) state that a malevolent voice is one
that the patient may perceive as harmful and in which associated malevolent beliefs occur
as either an undeserved persecution or a deserved punishment. Benevolent voices and
beliefs are seen as helpful and are more varied, occurring as protecting, guiding or
showing interest in the client.
Omnipotence refers to the power ofthe voice. According to Chadwick, Birchwood
and Trower (1996), "presumed power of voices is summarized by two core beliefs
concerning compliance and control. The fIrst concerns the inferred consequence of
disobedience and obedience to imperative voices. A second compliance belief refers to
the presumed consequence of failure to listen or take the voice seriously" (p.l 06).
According to these authors, approximately 80% of voices are believed to be omnipotent
or very powerful. Omniscience, defmed as having an infmite awareness, understanding
and insight, is a concept used to elucidate the power of an individual's voice. In this
context Chadwick et al. state, "very many voices give the impression of knowing all
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about people's past histories, their present thoughts, feelings and actions, and what the
future holds" (p. 107). In addressing the concept of omnipotence, Landis (1964) spoke of
the power of voices; specifically, that a patient's hallucinations have greater influence in
convincing the patient than anyone else around them.
Prominent researchers hold that "engagement comprises co-operative behavior, such
as elective listening, willing compliance, seeking contact with the voices and trying to
call them up; and positive affect such as joy, reassurance and amusement" (Chadwick, et
aI., p. 105). Resistance behavior, on the other hand, may be characterized by "arguing,
covert and overt shouting back and swearing, noncompliant or reluctant compliance when
pressure is extreme and negative affect such as fear, anxiety, anger and depression"
(Chadwick et aI., p. 105).
According to Chadwick, et al., 2000 the principal aim for the revision ofthe BAVQ
was fueled by a need to improve the quality of measurement ofthe omnipotence subscale
and to clarify the connections among the patient's beliefs about voices and states of
anxiety and depression. In its current form the BAVQ-R is a 35-item self-report measure
utilizing a Likert-scale format. All responses on the BAVQ-R are rated on a 4-point scale
ranging from Disagree (0), Unsure (1), Slightly agree (2), and Strongly Agree (3).
Patients experiencing more than one hallucination are instructed to complete the
questionnaire for their dominant voice (Chadwick et aI., 2000).
The Beliefs About Voices Questionnaire (BAVQ-R) provides measurement about the
meaning associated with auditory hallucinations. Such characteristic meanings may be
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related to other associated psychological symptoms such as depression, anxiety and
hopelessness.

Historical and Cultural Perspectives of Hallucinations

According to Kingdon and Turkington (1994), hallucination, from the Greek and Latin
derivation, means ''to wander in the mind."
In analyzing the quality and nature of hallucinations, it is quite commonplace to view
such experiences as occurring in a negative way. However, hallucinations occurring as
positive phenomena have been reported throughout the literature. For example, in tracing
the history of hallucinations, Plato, Aristotle, and Socrates were found to view
hallucinations in such a light (Johnson, 1978). In fact, Plato and Socrates viewed demons
as wise and knowing. Hamilton and Ca:irns (1961) report that in his works, Plato made
reference to this concept of demon, writing: "Every wise man who happens to be a good
man is more than human in life and death and is rightly called a demon. When a man dies
he becomes a demon, which is a name signifying wisdom. A demon is a shepherd or
leader who assists in the government of the country."
Socrates stated that it was his demon who served as a moral influence for him and that
a voice provided him with warning and advisement. Socrates spoke of an oracle, or sign,
which he described as a voice. Regarding this voice, Socrates reported that it would
always forbid him to do something but never command him to do something (Jowett,
1909).
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James (1892) stated that "hallucinations are often only extremes ofthe perceptive
process, in which the secondary cerebral reaction is out of all normal proportion to the
peripheral stimulus which occasions the activity. Hallucinations appear abruptly and have
the character of being forced upon the subject." James further states: "A hallucination,
subjectively considered, is a sensation, as good and true a sensation as if there were a real
object there." The difference is that an object is absent.

Cultural Perspectives of Hallucinations

Slade and Bentall (1988) report that hallucinations occurring within the context of
culture may be valued and deliberately induced. Wallace (1959) states:· "In cultures
outside western civilization, a hallucination is most often regarded as a communication
that contains significant information an9 that is controlled by the will." Johnson (1978)
reports that subjective observations of such communications are valued in most societies.
According to West (1975), hallucinations were considered to be both acceptable and
socially and religiously significant in many pre- and post-Christian cultures. Macrame
(1991) notes that in pre-Christian and some non-western cultures hallucinations are often
considered to be positive events.
Al-Issa (1979) cites a case study ofa woman who began to experience both benevolent
and malevolent hallucinations secondary to her brother's getting married.
Al-Issa's interpretation is that the individual's experience of malevolent (nonadaptive)
hallucinations may reflect anxiety, fear, and social insecurity. However, this author
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describes that these experiences may have been brought on by the reaction of significant
others or the professionals to her experience. In this sense, AI-Issa sees western cultural
attitudes toward hallucinations as an exacerbating factor accounting for the emergence of
a malevolent hallucination. However AI-Issa also views the emergence of benevolent
hallucinations in this particular case as adaptive in the sense that they served to overcome
social isolation and loneliness, typically a nonwestern cultural perspective.
According to Wallace (1959) "a decrease in anxiety level and an increase in the social
adaptation of the patient tend to reduce the report of hallucinations. This author reports
that anxiety-free attitudes toward hallucinations and other imagery might contribute to
the speedy termination ofthese experiences in some nonwestern cultures."
Anxiety is not always seen as an exacerbating factor in hallucinations. This is
particularly true when an individual's hallucinations and their relationship to anxiety are
viewed from a cultural perspective. Addressing factors, which are purposefully used to
exacerbate hallucinations, AI-Issa (1977) writes: "In less rational cultures where the
distinction between reality and fantasy is more flexible, individuals are encouraged to
observe their hallucinations, imagery, and other private events. Since these experiences
are positively valued in relation to individual and group daily activities, they tend to be
frequently noticed and communicated to others. Although the experience may have
positive and negative connotations, the experience itself is not anxiety arousing or
disturbing to the individual."
Common to some cultures and societies, it is not unusual to fmd that individuals
engage in the purposeful pursuit of hallucinatory experiences. For example Bourguignon
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(1970) and Wallace (1959) both indicate that primitive societies encourage the seeking of
hallucinatory experiences via a variety of methods. These methods might include·sleep
deprivation, pain induction, starvation or fasting, special exercises, use of drugs, and
social iso lation.
AI-Issa (1977) states: "Cultural conditions in less rational cultures seem to be
conducive to positive attitudes and a low threshold in the perception of hallucinations and
imagery. Such conditions may also breed introspective people than does a rational
culture. It is possible that in these societies the high frequency of reported hallucinations
may not be because more ofthem occur, but because they come more often into the
public domain through self-description."
AI-Issa (1979) also believes that an area ignored in rehabilitation involves the need to
"integrate the patient within a social or religious group where hallucinations and other
abnormal systems are accepted and eve:p. highly valued." In this sense the issue of
isolation and social deprivation as exacerbating factors in the occurrence of
hallucinations may be effectively addressed.
To summarize, cultural values of hallucinations can be viewed as from either a
western or non-western perspective. Nonwestern societies have typically viewed
hallucinations as having value and members of such societies may demonstrate behavior
that is designed to induce hallucinatory activity.
Noted authors write that in pre-Christian, post-Christian and nonwestern cultures
hallucinations are considered to be positive events. In such cultures, hallucinations may
be socially and religiously significant.
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A typical nonwestern position would be to view the hallucinatory experience as
adaptive, while western culture views hallucinatory activity as pathological and,
therefore, nonadaptive. Some researchers have postulated that western attitudes toward
hallucinations may function as an exacerbating factor for these phenomena.
Anthropological investigations of more primitive societies point to the observation that
purposeful induction of hallucinations occur as the norm and are achieved through a
variety of methods. Furthermore, in less rational cultures, positive attitudes toward
hallucinations and the disclosure of hallucinatory activity are encouraged.

Definitions of Hallucinations

In 1837 Esquirol's defmition became the foundation for our present day description of
a hallucination as the "apparent perception of an external object where no such object is
present" (Critchley & Rossall, 1978, P. 64).
According to DSM-IV (American Psychiatric Association, 1995) hallucinations may
occur in any sensory modality. They may exist as auditory, visual, gustatory, tactile or
olfactory. Most common to the diagnosis of schizophrenia are the auditory hallucinations
commonly characterized as voices. Such auditory hallucinatory experiences may be
familiar or unfamiliar to the patient and may occur as short term or reflect a more chronic
nature with these experiences lasting for years. In any case they are perceived as quite
distinct from the person's own thoughts. The exact content may be far reaching; however,
typically there are reports oftheir content being pejorative or threatening. Characteristic
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ofthe schizophrenic process is the occurrence of two or more voices keeping a running
commentary of the patient's thoughts or activities. These are included among the
Schneiderian fIrst-rank symptoms. For a diagnosis of schizophrenia to be given, the
hallucination must occur in the context of a clear sensorium and possess the quality of an
external percept (American Psychiatric Association, 1995, p. 275).
Other defInitions and descriptions of hallucinations are derived from a number of
theoretical models and perspectives. Morrison, Haddock, and Tarrier (1995) offer a
cognitive interpretation reporting that "auditory hallucinations have been viewed as
internal cognitive events that are misattributed to an'external source" (p. 266).
Similarly Behrendt (1998) states that "hallucinations are regarded as
self-generated mental events, such as memories, inner speech, thoughts, or verbal images
that are experienced as alien to the self and are therefore mistaken for external events"
(p.236). He further reports that "hallucinations are perceptions that are underconstrained
by external sensory stimulation."

Current Theoretical Understanding of Hallucinations. There are a number of
theoretical positions on the nature and role of hallucinations. Some theories hold that
hallucinations serve a purpose that is adaptive and reinforcing. The various theoretical
schools representing such perspectives include the psychoanalytic and cognitivebehavioral orientations.
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Psychoanalytic Perspective. Those adhering to the psychoanalytic position have
viewed hallucinations as serving several adaptive functions. They are seen as regulating
anxiety. Hallucinations can enhance and restore ego and superego functions, as well as
restore lost objects (Modell, 1958; Mueser & Butler, 1987; Tolpin, 1975).
AI-Issa (1979) reports that the "interpretation of dreams in psychoanalytic theory may
provide an alternative to the medical model in dealing with hallucinations. Therefore, the
psychoanalytic approach to dreams and hallucinations would imply that hallucinations
might be considered a reaction to life events rather than psychosis" (p.173). AI-Issa
(1979) points out that "the Freudian approach to dreams is similar to the nonwestern
approach to hallucinations" (p. 173). He describes that Freud interprets dreams as wish
fulfillment. He recognizes that dreams are motivated and that their content is fulfillment
ofa motive (a wish).
A variation of the tradition of the psychoanalytic view of hallucinations is held by
Janov (1991), who states that hallucinations can be described as "simply a sign of history
intruding itself abruptly into consciousness, particularly when the defense system is
weak."

Cognitive-Behavioral Perspective. In general, cognitive theorists have interest in the
meaning attached to hallucinations. Those theorists espousing a cognitive-behavioral
position suggest that hallucinations may be self-reinforcing by reducing arousal or
alleviating emotions, which are experienced as unpleasant (Slade, 1976).
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Research appears to offer support for this position reflecting that patients attribute a
very special meaning to their hallucinations and appear to have an ability to predict the
voice's behavior. Noted authors have addressed both these conditions (Kingdon &
Turkington, 1994; Junginger, 1990).
Beck-Sander, Birchwood, and Chadwick (1997), in their cognitive study of command
hallucinations, report significant data suggesting the importance of meaning attached to
hallucinations. These authors hold the position that individual beliefs combine to form
belief systems which are meaningful and that are felt to influence compliance with
hallucinatory commands.
Specifically these authors state: "beliefs about the identity of the voice and its
perceived power or authority, as well as beliefs about the consequences oftransgression
and what will appease their voices were shown to be of importance to participants" (p.
147). Another influential factor appeared to involve appraisal by the hallucinating patient
as to whether they viewed compliance with commands as a means of achieving valued
goals or whether commands were socially acceptable. These authors seem to offer
support for the conceptualization that familiarity and identification of voices, along with
the existence of hallucination-based delusions may result in more likely compliance.
According to Beck (1996) the immediate aim of cognitive therapy is not to diminish
the hallucinatory experience but to render it less distressing by altering its meaning.
Chadwick and colleagues 1996) put forth the cognitive view that hallucinations are
activating events, rather than automatic thoughts. As such a patient might ascribe either a
hostile or friendly meaning to this activating event.
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It is important to note Chadwick and Birchwood (1994) proposed a cognitive

formulation of hallucinations of voices and showed how reactions to voices were
mediated by beliefs about the voices' identity, power, purpose and the consequences of
obedience and disobedience. The use of cognitive therapy was reported to weaken such
beliefs, leading to a reduction in stress and improved coping. According to Chadwick et
aI., 1996, an individual's beliefs about their voices may act as psychological defenses of
the selfthat can guard against low self-esteem.
Junginger (1990) reported that patients who reported hallucination-related delusions
and could identify their voices were more likely to comply with hallucinatory commands.
Junginger further reports that identification of voices and delusions related to
hallucinations may indicate a more systematized or consistent distortion of reality. The
hallucinatory experiences of patients with these symptom attributes may seem more real,
or at least more consistent with their distorted sense of reality. Consequently the patient
may be more likely to comply.

Hallucinations as Phenomena of Inner Speech. In the consideration of hallucinations
as "inner speech," Leudar, Thomas, McNally and Glinski (1997) report that they qualify
so on the basis ofthe following criteria: (1) Hallucinations consist of words and
sentences, (2) hallucinations are heard as spoken to the voice hearer and (3)
hallucinations cannot be experienced by other people. Leudar et aI., state that "inner
speech is pragmatic, regulating and evaluating one's own activities. Further, internally
articulated sentences achieve ends" (p.886).
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Pragmatic Functions of Hallucinations. Pragmatic functions include planning,
informing, reminding, advising, warning, and condemning. Leudar et aI., 1997 hold that
"voices do not mechanically impel actions. The influences are predicted to be exactly the
same as those observed in everyday social interaction where one's behavior is a function
of both inner and mediated influences of others" (p.887). These authors conducted a
study, which aimed to determine the influence of voices on the hearers' activities. They
investigated the dialogues between voice and voice hearers and reported that auditory
hallucinations characterized as "requests" do not impel actions, but rather provide reasons
for acting in the way requested. Whether or not one acts on a request will depend, among
other things, on how good the reason is, on the authority ofthe requester and the trust
between them (p. 887).

Hallucinations as Deficiency in the Internal Monitoring of Intentions. According to
Frith (1992, 1995) deficiencies in internal monitoring of intentions may explain and
account for verbal hallucinations. The content of hallucinations may have great
variability, occurring as voices, which are benevolent or voices that are malevolent, with
the patient engaging with the hallucination or resisting the hallucination.

Hallucinations as Self-Generatedlmagery. According to Hoffman and McGlashan
(1997), sensory impressions of the external world form the basis of much conscious
experience and are generated internally. There are many variations of internally
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generated images reflecting five different sense areas. The experiences in these different
sensory realms that represent internally generated images re-access representational
capabilities emerging from the senses. Such internally generated images are not
necessarily labeled as psychopathology. In fact the authors hold that there exists a
continuum between ordinary self-generated imagery and pathological hallucination. They
propose that hallucinations in their purest form are percepts that spontaneously occur in
the absence of particular sensory triggers.
Hoffinan and McGlashan (1997) state that "illusions and hallucinations are not
intrinsically pathological but rather pathology reflects the relative intractability of beliefs
that emerge in response to the experience. Hallucinations may result from conditions
such as schizophrenia, medical conditions, drug-induced states, and mood disorders."
They further maintain that "repeated hallucinatory content, which has a compromised
grammatical structure and jumbled quality, will over time be attributed special meaning
by the patient."

Existential Perspective. The contribution of existential thinkers such as May and

Yalom (1989) describe that conflict is between the individual and the givens of existence.
Death, Freedom, Isolation and Meaning represent the four "ultimate concerns" that
constitute one's inner conflict. The patient who suffers from hallucinations may construct
special meanings, which accompany their hallucinations. According to Brewin (1988),
whether or not people in general comply with hallucinatory commands depends largely
on their appraisal ofthe situation. It is the present author's opinion that individuals
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suffering from hallucinations construct their own meaning of the environmental and
internal presses they encounter.
Miller, O'Connor and DiPasquale (1993) report that most theories on the etiology of
hallucinations posit that a hallucination is more likely to occur if it serves a psychological
purpose. These authors examined patients' attitudes toward their hallucinations by
assessing their beliefs about the purposes served by hallucinations. One of their fmdings
was that subjects who valued hallucinations before treatment were more likely to be
hallucinating after treatment. This study found that 52% oftheir subjects reported some
positive effects of hallucinations; 12% stated they would like to continue hallucinating;
and 20% reported that they would like to continue hallucinating if they could control their
hallucinations. The subjects participating in this study identified a number of helpful
qualities about their hallucinations. The researchers report that 58% oftheir subjects
identified hallucinations as relaxing and soothing; and 42% reported that their
hallucinations serve to fulfill companionship needs. Ofthe subjects, 36% identified a
defensive/protective function oftheir hallucinations; 34% identified an enhanced positive
self-concept; 12% identified that the presence oftheir voices made it easier for them to be
close to people; and 16% reported that their hallucinations allowed them to enhance
performance. The subjects within this group also stated that they needed their
hallucinations to maintain their well being and 12% said they felt sexually stimulated by
their hallucinations (haptic hallucinations). The researchers further reported that those
individuals who experienced olfactory hallucinations were more likely to value their
hallucinations. The rationale offered for this fmding was that olfactory hallucinations
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may be closely associated with limbic areas related to the experience of pleasure
(MacLean, 1986).

Differential Diagnosis and Hallucinations. One might raise the question ofthe

relationship between the occurrence of a hallucination, the particular nature of a
hallucinatory activity and respective diagnosis.
Germane to just such an issue of differential diagnosis, Sedman (1966) has discussed
the experience ofthoughts being apparently audible. He specifically notes the various
forms of auditory imagery described by his patients; for example, inner voices, loudness,
audible thoughts, and the voice of conscience. These forms of auditory imagery are often
experienced in an obsessive-compulsive manner that closely resembles the schizophrenic
experience. Regarding this distinction, between inner voices and hallucination, Sedman
sees inner voices as obsessive-compulsive phenomena and "Hallucination proper" as
"alien to the person's experience."
Hoffman and McGlashan (1997) in distinguishing hallucinatory experiences in
dissociative disorders from schizophrenia, state: "Voices can occur with distinct acoustic

characteristics associated with particular internalized personalities. However these
hallucinations generally yield running commentaries or conversational speech that lacks
the recurrent oridiosyncratic semantic content of voices experienced by patients with
schizophrenia" (p. 524).

Psychometric Investigation

21

Hallucinations as Positively Occurring Phenomena. A number of renowned authors

have experienced their patients fmding great pleasure and comfort in their hallucinations.
For example Kraeplin (1919) reported that patients' hallucinations served to provide them
with praise. There is evidence in the early literature, which proposes that patient's
hallucinations served the purpose of relieving boredom (Esquirol, 1845; Jaspers, 1923).
According to Esquirol (1845), patients experienced their hallucinations as protective
and reported that they made them feel privileged. Benjamin (1989) also reported that
hallucinations functioned to fulfill companionship and protective needs. Bleuler (1908)
reported that hallucinations functioned as an outlet for hostility.
Fallon and Talbot (1981) found that chronically mentally ill patients who had
developed coping strategies for controlling their voices did not wish to reject their
hallucinatory experiences.
Similarly, Bick and Kinsboume (1987) conducted a study designed to teach
schizophrenic subjects how to control their voices. These researchers report that their
subjects did not express relief at being able to control their voices and propose that
hallucinations may serve as coping mechanisms.
VanPutten, Crumpton and Yale (1976) conducted a study focusing on
noncompliance with medications and suggested that drug-refusing schizophrenic patients,
as compared with habitual drug-compliers may prefer an ego-syntonic grandiose
psychosis to a relative drug-induced normality. These researchers further observed that
drug-refusing patients demonstrated the resurgence of an ego-grandiose psychosis after
they stopped taking their medications.
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Romme and Escher (1989) describe that hallucinations (voices) were viewed by
patients as being helpful, empowering them, raising their self-esteem and assisting them
with integrating trauma. The authors report that individuals view voices as part of life and
self, believing that they can have a positive influence. In a sense these authors describe
what would appear to be hallucinations used as coping mechanisms.
In a somewhat opposing view Romme, Honig, Noorthoom, and Escher (1992) report
that some individuals view hearing voices as pathological. As such discussion of their
hallucinatory experience is compromised, primarily because of the stigma that is
attached. Again, as previously noted, the authors found that patients who were able to
successfully cope with hallucinations experienced their voices as positive phenomenon.
It was reported that they were able to control their voices by communicating with them in

a selective manner. Patients reported that their voices stimulated them and described
them as functioning as a guide and tutor. The authors suggest that '"while voices may be
perceived as negative or threatening, often times they may be regarded as good and
pleasant companions." Further those subjects who experience moods or thoughts, which
predictably precede hallucinations, are especially likely to value their hallucinations.
In support of the power and influence of benevolent auditory hallucinations, AI-Issa
(1977) reports that schizophrenic patients may resent attempts to eliminate those
hallucinations that are positively self-reinforced.
In summary, many theorists who adhere to either a psychoanalytic or cognitive
orientation view hallucinations as adaptive and reinforcing. Psychoanalytically speaking,
hallucinations can be understood as a reaction to life events. Hallucinations are a sign of
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history intruding abruptly into consciousness. For some, the phenomenon of
hallucinating can serve as a coping mechanism for the individual.
Those individuals espousing a cognitive behavioral orientation believe that
hallucinations may be self-reinforcing in that they reduce arousal and unpleasant affect.
According to the cognitive perspective, hallucinations are viewed as activating events
rather than automatic thoughts. Cognitive theorists hold that reactions to voices are
mediated by beliefs about the voice's identity, power, purposes and consequences of
obedience and disobedience. Germane to the concept ofbenevolent hallucinations,
Chadwick et al., 1996, note that beliefs regarding hallucinatory activity may serve the
function of a psychological defense that can guard against low self-esteem (p.1 09-113).
Those theorists from an existential perspective speak of conflict occurring between the
individual and the givens of existence known as ultimate concerns. Specifically, these
concerns are identified as having to do with issues of Death, Freedom, Isolation and
Meaninglessness. Individuals who experience hallucinations may very well construct and
attach special meaning to their hallucinations as a result of conflict produced by the daily
struggles with such concerns.
Hallucinations, viewed as inner speech, are pragmatic and serve the role of regulating
and evaluating one's own activities. Such activities might include planning, informing,
reminding, advising, warning, and condemning.
Still other cognitive theorists would view hallucinations as deficiencies in internal
monitoring of intentions. Pathological states, such as hallucinations, are not intrinsically
pathological but rather reflect the intractability ofbeHefs that emerge in response to the
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experience of hallucinating. Research has further shown that hallucinatory content over
time will be attributed special meanings.
Research has also shown that hallucinations can be sexually stimulating and have
romantic themes, provide guidance, and facilitate relaxation. They can provide comfort
and an overall sense of well-being. Hallucinations have been reported to provide praise
and reinforcement, companionship, protection and to function as an outlet for hostility.
Researchers have reported that hallucinations can be helpful, empowering and as having
the effect of raising a person's self-esteem. In general hallucinations can be viewed as
exerting a positive influence. Other research points to the resistant posture taken by
patients to therapeutic efforts to eliminate hallucinations.

Neurological and Biochemical Correlates of Hallucinations. Efforts to address the
etiological factors involved in hallucinations have involved psychobiological approaches,
which have emphasized the role of dopamine and sertonin, in the regulation ofthese
phenomena. Kingdon and Turkington (1994) state that "in psychosis a neurotransmittermediated or receptor dysfunction permits the failure of this normal inhibitory mechanism
and thus the emergence of the symptom of hallucination during the waking state
equivalent to dreaming awake" (p. 77). This is believed to occur because ofthe drug's
direct dopaminergic effect (Nausieda, Tanner, & Klawans 1983; Goetz, Tanner, &
Klawans, 1982). Research has shown that antipsychotic medications, which function to
block dopaminergic activity, greatly reduce hallucinations. This would appear to suggest
an involvement of dopamine in the process of hallucinating. Amphetamines, known to be
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an indirect dopamine agonist, induce hallucinations and provide further evidence for the
role of dopamine in these states (Nausieda, et aI., 1983; Fishman, 1983).
Implications for the role of serotonin in hallucinations have also been postulated.
Assad and Shapiro (1986) have identified that low central levels of serotonin may be of
importance. These authors report that LSD appears to act by blocking central
serotoninergic receptors. Other researchers report that LSD causes a decrease in the rate
of brain serotonin turnover and is itself structurally similar to serotonin (Fishman, 1983).
In addition researchers have further noted that the pathophysiology of hallucinations may
also involve cholinergic transmission (Goetz et aI., 1982).
Silbersweig et aI. (1995) discuss the functional neuroanatomy of hallucinations.
Through the use of positron emission tomography (PET) methods the brain sites
associated with hallucinations in schizophrenics were studied. The researchers
demonstrated activations in subcortical nuclei, limbic structures and paralimbic regions.
Specifically, the areas activated include the thalamic and striatal, hippocampus,
parahippocampal and cingulate gyri, as well as orbitofrontal cortex. The researchers have
further demonstrated that activations in visual and auditory/linguistic association cortices
are part of a distributed cortical-subcortical network. The researchers state that, "activity
in deep brain structures may generate or modulate hallucinations, and the particular
neocortical regions entrained in individual patients may affect their specific perceptual
content. The interaction ofthese distributed neural systems provides a biological basis for
the bizarre reports of schizophrenic patients."
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According to Llinas and Pare (1991), it has been suggested that the majority of
thalamocortical connections are devoted to generating an internal representation of reality
in the presence or absence of sensory input.
Trimble (1991) states: "The parahippocampal gyrus and adjacent hippocampus and
cingulate gyrus have widespread connections with limbic regions and associations
cortices, providing a meeting point for internal and affective data with current and past
sensory representations."
Jackson (1932) wrote that the occurrence of hallucinations is the result of disinhibitory
influences at the higher cortical level. Jackson believed that this, in turn, led to activity in
the basil ganglia, which would take the form of hallucinations. Asaad and Shapiro (1986)
view Jackson's model as "one of dissociation leading to disinhibition and, consequently,
the emergence of hallucinations." Increased dopaminergic transmission in the ventral
striatum and glutaminergic dysfunction are believed to contribute to the disinhibition of
these cortical-subcortical circuits, which lead to pathological experiences (hallucinations)
during psychotic episodes in schizophrenia (Csernansky, Murphy & Faustman, 1991;
Olney & Farber, 1995).
Asaad and Shapiro (1986) suggest that "any integrative theory of hallucinations must
postulate the failure of a screening mechanism which functions during waking and most
non-Rapid Eye Movement sleep stages and is turned off during REM sleep.
Furthermore, it would seem that the nature of this on-off switch, or screening mechanism,
lies at the heart of the biological component of hallucinations. According to Assad and
Shapiro, treatment of Parkinson's disease with L-Dopa may induce a hallucinatory
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syndrome. According to Kolb and Whislaw (1980) the absence of higher-level frontal

10 be influence may account for the occurrence of hallucinations.
Perceptual release theory holds that the brain receives continuous sensory stimuli of
all sorts from both the internal and external environment (West, 1975).
According to Asaad and Shapiro (1986) the brain selectively excludes from
consciousness the majority of impulses that are irrelevant to attentiveness or otherwise
not needed for environmental adaptation. One of the important points of perceptual
release theory is that the censorship mechanism can operate properly only if there is a
constant flow of sensory impulses. This serves to inhibit earlier perceptions from
emerging into consciousness. If the sensbry input is disturbed or absent, as in the case of
excessive affect during functional psychosis, the censorship mechanism is impaired.
Such impairment allows the emergence of earlier perceptions or traces into
consciousness, which the individual re-~xperiences as hallucinations. Increased cortical
arousal, induced by a diminution of sensory impact, is essential for this process to take
place.
Penfield and Perrot (1963), in performing surgical treatment of epilepsy, report that
stimulation of the neocortex produced the phenomena of hallucinations. They state that
the hallucinations took the form of dreamlike states in which familiar voices, music,
scenes, and so forth, were experienced as being there even when the patient knew they
could not be. Auditory hallucinations were identified as occurring when area 22 of either
hemisphere was stimulated. Visual hallucinations on the other hand were observed to
occur when the right temporal 10 be was stimulated.
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Allen and Agus (1968) report that hyperventilation has been observed to lead to the
occurrence of hallucinations. These researchers attribute the hallucinatory experiences in
their subjects to
localized cerebral changes due to selective vasoconstriction.
Sighing respirations over a long period of time may gradually
produce a certain level of respiratory alkalosis and lowered
carbon dioxide pressure, to which cerebral circulation of the
brain adapts by a diffuse mild vasoconstriction. Then panting
respiratory hyperventilation produces a sudden greater lowering
of the carbon dioxide pressure and a greater degree of alkalosis,
which, when superimposed on that already present, causes selective
further vasoconstriction of parts of the cerebral vascular beds, rather
than further generalized cerebral vasoconstriction. This leads to
localized changes in the cerebral metabolism, thus accounting for the
hallucinatory phenomena observed.
Clearly, research in the area of biochemical causes for the occurrences of
hallucinations has been widespread and has pointed to the direct involvement of
dopaminergic, sertonergic, and cholinergic systems in the process of hallucinating.
Neuroanatomic research has identified brain sites associated with hallucinatory activity
through the use of positron emission tomography (PET). Areas implicated as anatomical
substrates for hallucinatory activity were identified as subcortical nuclei, limbic
structures and paralimbic regions.
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Theories of hallucinations from a neurological perspective hold that such phenomena
are the result of disinhibitory influences at the higher cortical level. Still others view
hallucinations as the failure of a screening mechanism, which functions during waking
and most non-Rapid Eye Movement and is turned offduring REM sleep.

Precipitating and Exacerbating Factors of Hallucinations

Depression and Auditory Hallucinations. In addressing issues of depression in patients
who are experiencing hallucinations, which are of a religious or political nature, it is
possible that such patients may be struggling with loss of or need for power and control.
Soppitt and Birchwood (1997) observed that some patients presenting with malevolent
hallucinations of a religious and command nature were also seriously depressed and
suicidal.
Hustig and Hafer (1990), in a similar vein, report that the more distressing and
intrusive the voices, the more patients were depressed. They authors state that voice
topography such as voice loudness, intrusiveness, and clarity, are important in explaining
the schizophrenic's comorbid depression.
Still others report that the identity and command content of such hallucinations may
serve to fuel an actual suicide attempt, or for that matter homicidal acting out (Junginger,
1990; Hersh & Borum, 1998).
Benjamin (1989) conducted a study in which it was observed that patients' diagnosed
with psychotic depression experienced voices that were more hostile and threatening.
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According to Judkins and Slade (1981), hallucinatory experiences, which are ofa
persistent nature, may be related to hostility.
VanPutten and colleagues (1976) in their study on medication noncompliance
observed that habitual drug compliant subjects were observed "to develop
decompensations characterized by dysphoric effects such as depression, anxiety, absence
of grandiosity and some awareness of illness."
According to Fowler, Gariety and Kuipers (1995): "Grandiose defenses often seem to
be successful and appear to enable patients to avoid painful feelings of depression, which
they describe as highly aversive."

Anxiety and Auditory Hallucinations. It should also be noted that research in the area

of hallucinations shows that when patients' encounter environmental situations within
which they perceive themselves to have}ittle control, hallucinations seem to increase
(Kingdon and Turkington, 1994).
Slade (1973) has shown that raising the level of one's exposure to external stimulation
has an effect upon reducing the frequency of hallucinations. In addressing anxiety as an
exacerbating factor, Slade (1972) writes that "hallucinations are reciprocally augmented
by anxiety; they tend to be preceded as well as followed by anxiety."
Slade (1973), commenting on the hallucinatory experience, reports a case study
wherein the patient was found to "more likely experience auditory hallucinations when in
a state of high internal arousal, in a noisy, crowded situation in which he was not engaged
in conversation."
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Kingdon and Turkington (1994), in an examination of the causative and exacerbating
factors of hallucinations, state that "it is possible that the intense anxiety that so
frequently accompanies the onset of hallucinations may be a factor in their recurrence
and persistence" (p. 78). The meaning that an individual attributes to the hallucinatory
experience may also be of importance.
According to Delespaul, Reis and deVries (1995) the presence of hallucinations is
strongly related to the simultaneously occurrence of anxiety. In addition, there was a rise
in anxiety immediately preceding the auditory hallucination but not prior to the
experience of visual hallucinations. Further, the anxiety had lessened at the height of
visual hallucinations. However, this was not observed at the height of an auditory
hallucinatory experience.
The following example ofa case study is illustrative ofthe resultant anxiety that
occurs following the remission ofa patient's greatly valued hallucinatory experience.
Sobel, Wolski, Cancro and Makari (1996) conducted a single case study ofa patient
diagnosed with paranoid schizophrenia. This patient was reported to have experienced
auditory hallucinations ofthe command type. These hallucinations were described as
positive and serving a protective function for this patient. Whenever there was a
perception that violence was necessary in the patient's life, "Max" would take over and
fight.
Specifically these authors identify that the patient would engage in noncompliant
behaviors. Such behavior was characterized by adjustment of his neuroleptic medication
to lower than normal dosages. It appeared that in so doing the patient was able to have
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increased access to his hallucination when he was in trouble. These authors report that
the patient developed a ritual for conjuring up the hallucination, a male voice named
"Max." This ritual involved wearing a special hat, pacing and loudly chanting "Max's"
name. "Max" was described as serving in the role of the patient's confident, adviser, and
best friend. While the hallucination "Max" served to fulfill companionship and solace
needs, the perceived protective functions were distorted and neither in the patient's nor
society's best interest. This particular point exemplifies the notion that while
hallucinations may be egosyntonic and benevolent (positive and pleasing), the results can
be dangerous to self and others. These authors describe that during the course ofthis
patient's hospitalization a family meeting had been scheduled. The family was late for
this meeting and the patient, despite being stabilized on neuroleptic medication, began to
decompensate. He evidenced an attempt at employing the ritual to conjure up "Max."
When it became obvious that his hallucjnation was not returning, the patient endorsed
symptoms of panic and anger blaming Max's abandonment on a higher dose of
neuro leptics.
Anxiety, it would appear, is certainly an exacerbating element in the occurrence of
hallucinatory experience. Field (1985) reports that when "derogatory voices begin, a
renewed, severe anxiety episode begins again and a hallucinatory process begins over
again, creating a new helper to combat the derogatory, influencing voice." He further
notes that many patients describe helping ("nice") voices at the same time they are
reporting negative voices.
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According to Wolpe (1958) systematic desensitization and assertiveness training were
applied to deal with anxiety-arousing situations associated with hallucinations. According
to Slade (1972) examples of such situations might include being alone or experiencing
conflicts with family members while in the home.

Other Exacerbating Factors in the Occurrence of Hallucinations

Another factor believed to exacerbate the occurrence of hallucinatory activity involves
isolation. Bleuler (1908) reported that hallucinations will most likely occur when the
patients are left to themselves. For this reason the practice of seclusion is contraindicated.
Delespaul, et at, 1995 observed that half the patients in his study who had been
diagnosed with schizophrenia reported significantly more intense hallucinations while
alone (isolation) whereas more than Ont~ third had significantly more intense
hallucinations in social situations. Other situations identified as being related to the
exacerbation of hallucinations include smoking (Alumbaugh, 1971) and situations
wherein social decision-making is required (Nydegger, 1972). According to Wilcox,
Briones, and Suess (1991), emotions may reinforce auditory and visual imagery.
Fowler et at, 1995 suggest that noncompliance with treatment may be secondary to
paranoia and an increase in voices that occur on their journey to an outpatient visit.
These authors recommend that an examination of the events that trigger a patient's voices
on this journey to and from the clinic should be undertaken. As a coping strategy, these
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patients may need to learn to manage the problems that occur on their way to and from
the clinic.
Medication side effects, accounting for the exacerbation of visual hallucinations, have
been reported. Specifically, visual hallucinations were reported as occurring with
Fluxetine and Sertraline (Bourgeois, Dejuan, Johansen, & Walker, 1998).
Martin, Unutzer and Szuba (1995) observed exacerbation of psychosis with the patient
endorsing auditory hallucinations following the use of an Albuterol inhaler.
In summary, research on depression as it relates to hallucinations is relatively sparse.
Research that does exist identifies that those individuals experiencing hallucinations of
the malevolent variety are likely to suffer from depression as well as suicidal
symptomotology. Diagnostic research has shown that those patients experiencing the
malevolent hallucinations were also diagnosed with psychotic depression. Research on
medication compliance showed that these patients developed decompensations
characterized by depression and anxiety.
A literature review revealed that patients who refused medications might prefer an
ego syntonic grandiose psychosis to a drug-induced normality. In addition, it was
observed that grandiose defenses often seem to be successful and function to assist
patients in dealing with painful depressed feelings.
Further reviews on anxiety and depression showed that hallucinations would increase
when patients found themselves in noisy and crowded situations. Further, when a
psychotic patient was in a high state of internal arousal and felt loss of control,
hallucinations were apt to increase. Other authors have reported that hallucinations were
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reciprocally augmented by anxiety; that is, they are preceded, as well as followed by,
anxiety.
Anxiety of an intense nature may be a factor in recurrence and persistence of
hallucinations. Finally states of isolation have also been identified as a factor in the
occurrence of hallucinations, as have certain medications.

Hypotheses

Before describing the hypotheses ofthis proposed study it would be important to
examine the meanings of what subscale scores of the Beliefs About Voices
Questionnaire-Revised (BAVQ-R) are designed to measure and the rationale for the
relationship between subscale scores and measures of anxiety, depression and
hopelessness.
Chadwick and colleagues (1996) state:
... on the basis of beliefs about identity and purpose, people
usually believe voices to be either malevolent or benevolent.
The malevolent subscale measures voices, which have as their
theme either, deserved punishment or an undeserved persecution.
In essence this type of voice is often perceived as harmful. The
benevolent subscale usually measures voice activity that may be
perceived to be pleasurable, guiding, protecting and gratifying.
The omnipotent subscale measures the perceived power ofthe
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voice and associated issues of compliance and control. The
engagement subscale measures the extent to which patients
may be engaging in co-operative behaviors such as elective
listening, seeking contact with the voices and trying to conjure
them up. These behaviors are usually associated with positive
affective content such as joy and happiness. The resistance
subscale measures the extent to which the patient will employ
behaviors designed to avoid interaction with the voice. Examples
. of such resistance behaviors include arguing with the voices,
swearing, covert and overt shouting at the voices, reluctant
compliance or noncompliance. Resistant behaviors are usually .
associated with negative affective states such as depression,
anxiety, fear, and anger.
Given that the Malevolent subscale ofthe BAVQ-R measures deserved punishment
and persecution and these are typically perceived as negative by patients, it would follow
that patients may be more anxious, depressed and hopeless about a dominant
hallucination with this theme. Benevolent hallucinations by their definition are
pleasurable, guiding and protecting. Therefore, these hallucinations may be perceived in a
positive vein by the patient and may be expected to be associated with less anxiety,
depression and hopelessness because patients are less likely to want to get rid ofthem.
Hypothesis I: Patients scoring high on the Beliefs About Voices
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Questionnaire-Revised (BAVQ-R) subscales of benevolence and engagement and lower
on subscales of malevolence and omnipotence would demonstrate lower scores of anxiety
as measured by the Beck Anxiety Inventory (BAI). Conversely, patients scoring high on
the BAVQ-R subscales of malevolence and omnipotence and lower on subscales of
benevolence and engagement would demonstrate higher scores of anxiety as measured by
the Beck Anxiety Inventory (BAI).
Hypothesis 2: Patients scoring high on the BAVQ-R subscales of benevolence and
engagement and lower on subscales of malevolence and omnipotence would demonstrate
lower scores Oli depression as measured by the Beck Depression Inventory-II (BDI-II).
Conversely, patients scoring high on the BAVQ-R subscales of malevolence and
omnipotence and lower on the subscales of benevolence and engagement would
demonstrate higher scores of depression as measured by the Beck Depression
Inventory-II (BDI-II).
Hypothesis 3: Patients scoring high on the BAVQ-R subscales of benevolence and
engagement and lower on subscales of malevolence and omnipotence would demonstrate
lower scores on hopelessness as measured by the Beck Hopelessness Scale (BHS).
Conversely, patients scoring high on the BAVQ-R subscales of malevolence and
omnipotence and lower on subscales of benevolence and engagement would demonstrate
higher scores of hopelessness as measured by the Beck Hopelessness Scale (BHS).
Hypothesis 4: There will be a statistically significant positive correlation between the
scores on the BAVQ-R subscales between Time 1 and Time 2 (test-retest reliability for a
1-week interval between Time 1 and Time 2).
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Hypothesis 5: The corrected item-subscale total correlations of the BAVQ-R would be
positive and statistically significant for each of its subscales.
Hypothesis 6: There would be a positive and statistically significant relationship
between the following subscales of the BAVQ-R: Malevolence and Resistance,
Benevolence and Engagement, Omnipotence and Resistance. There would be a
nonsignificant relationship between Omnipotence and Benevolence.
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Chapter 2
Method

Participants

The present study consisted of91 subjects; 57 men and 34 women selected from four
separate community outpatient settings, who experienced active auditory hallucinations
for at least 5 years (Table 1). The subjects ranged from 25 to 50 years of age and were
represented by the following ethnic groups: White: 82 subjects (90.1%); African
American: 7 subjects (7.7%); and Hispanic: 2 subjects (2.2%) (Table 2).
The sample included: (1) patients who were experiencing both active benevolent and
malevolent hallucinations and patients who were experiencing only malevolent
hallucination; (2) those diagnosed

accor~ing

to DSM IV criteria (American Psychiatric

Association, 1994) with schizophrenia (63.7%), schizoaffective disorder, (24.2%), and
psychotic depression, (12.1 %) (Table 3); and (3) those considered refractory, defmed as
chronic and drug resistant and corroborated by their treating psychiatrist. Benevolent
hallucinatory experiences are defmed as those that are pleasurable, nonaversive and
nonthreatening. Chadwick et aI., 1996, further defme such hallucinations as helpful and
more varied, occurring as protecting, guiding and showing interest in the client while
malevolent hallucinations are perceived as harmful, aversive and threatening and in
which associated malevolent beliefs occur as either an undeserved persecution or a
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deserved punishment. Number of self-reported hospitalizations ranged from 4 to 60
(Table 4).
Exclusion criteria included those patients suffering from either a drug- or
alcohol-induced psychosis and/or dementia. In summary, the primary investigator
requested that the respective team psychiatrists, psychologists, social workers, intensive
case-management workers, and therapists refer only participants who were treatment
refractory, psychotic and not having any current substance-abuse problem or dementia.

Measures

Beliefs About Voices Questionnaire-R (BAVQ-R). The Beliefs About Voices
Questionnaire-Revised (BAVQ-R) is a 35-item self-report of patients' beliefs about
auditory hallucinations and their emotional and behavioral reactions to them. Three
subscales relate to beliefs (Malevolence, Benevolence and Omnipotence). Engagement and
Resistance represents two subscales, which measure emotional and behavioral relationships
with auditory hallucinations. The BAVQ-R consists of six items assessing Malevolence, six
for Benevolence, six for Omnipotence (voices' power), eight for Engagement, and nine for
Resistance. The measure is unique in being driven by gathering data essential to a cognitive
formulation of voices. All responses on the BAVQ-R are rated on a 4-point scale: Disagree
(0), Unsure (1), Agree slightly (2), and Agree strongly (3). The BAVQ-R continues to
measure clear and stable aspects of individuals' relationships with their auditory
hallucinations. There exists a strong correlational relationship between Malevolence and
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Resistance (r = .68, df= 69, p < .01) and Benevolence and Engagement
(r = .80, df= 69, P < .01). All other correlations among these subscales are strongly
negative (Chadwick et at., 2000).

Table 1
Gender

Male

Frequency

Percent

57

62.6

34

37.4

91

100.0

1.00
Female
2.00
Total

41
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Table 2
Race

Frequency

Percent

1.00

82

90.1

African American 2.00

7

7.7

Hispanic

2

2.2

91

100.0

Frequency

Percent

Schizophrenia

58

63.7

Schizoaffective Disorder

22

24.2

Psychotic Depression

11

12.1

Total

91

100.0

White

3.00

Total

Table 3
Diagnosis

42
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Table 4

Number ofHospitalizations

Frequency

Percent

Valid Percent

Cumulative Percent

4.00

5

5.5

5.5

5.5

5.00

13

14.3

14.3

19.8

6.00

7

7.7

7.7

27.5

7.00

6

6.6

6.6

34.1

8.00

8

8.8

8.8

42.9

9.00

5

5.5

5.5

48.4

10.00

16

17.6

17.6

65.9

11.00

4

4.4

4.4

70.3

12.00

4

4.4

4.4

74.7

13.00

3

3.3

3.3

78.0

14.00

2

2.2

2.2

80.2

15.00

9

9.9

9.9

90.1

1.1

1.1

91.2

16.00
18.00

1

1.1

1.1

92.3

20.00

5

5.5

5.5

97.8

21.00

1

1.1

1.1

98.9

60.00

1

1.1

1.1

100.0

Total

91

100.0

100.0
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Beck Anxiety Inventory. The Beck Anxiety Inventory (BAI) contains 21 items each

representing an anxiety symptom that is rated for severity on a 4-point likert scale (0-3),
ranging from Not at all to Severely. The Beck Anxiety Inventory was used to provide an
assessment ofthe patient's anxiety level, and the association between beliefs about voices
and anxiety. Internal consistency reliability coefficients are uniformly excellent, ranging
between .85 and .94. The validity data are comprehensive including content, concurrent,
construct, discriminant, and factorial validity. Beck et at, 1988 found two factors (r =
.56, p < .001) that appeared to reflect somatic and cognitive/affective aspects of anxiety,
respectively (Dowd, 1998).

Beck Depression Inventory II (BDI-II). The Beck Depression Inventory-II (BDI-II)

was used to provide an assessment ofthe patient's level of depression, and association
between beliefs about voices and

depres~ion.

According to the Beck Depression

Inventory-II Manual (Beck, Steer & Brown, 1996), the BDI-II is a 21-item self-report
instrument for measuring the severity of depression in adults and adolescents age 13
years and older. Assessment of symptoms corresponds to criteria for diagnosing
depressive disorders listed in the American Psychiatric Association's Diagnostic and
Statistical Manual of Mental Disorders-Fourth Edition (DSM-IV; 1994). Test takers are
asked to rate the items for the past week, including the day on which the test is taken.
According to Arbisi (2001) the psychometric properties of the BDI:. II are quite sound.
Coefficient alpha estimates across four samples of outpatients were .92 and .93 for a
nonclinical sample. The corrected item-total correlations for the outpatient sample ranged
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from .39 to .70, while corrected item-total correlations for a nonclinical sample ranged
from .27 to .74. The test-retest reliability coefficient across a I-week period was very
high at .93.

Beck Hopelessness Scale (BHS). The Beck Hopelessness Scale (BHS) is a 20-item
self-report instrument for assessing hopelessness, particularly in relation to suicide. The
BHS measures the extent of negative attitudes about the future (pessimism) as perceived
by adolescents and adults. According to Fernandez-Ephrem (1998), "most notable among
the psychometrics ofthe BHS are the high internal consistency as indexed by KR-20
coefficients mostly in the .90s, retest reliability in the high .60s, and concurrent validity
with clinicians ratings of hopelessness (r = .74)."

Procedures

Subjects were recruited by the treatment team members (psychiatrists, psychologists,
intensive case management, and social workers) from the four outpatient settings. All
subjects were given a letter requesting their voluntary participation and guaranteeing
anonymity. All subjects who met the inclusion criteria and volunteered to participate in
the study were required to sign an informed consent form (Appendix) and had the
opportunity to withdraw from the study at any time without consequence. The subjects
who volunteered to participate in the study were informed that, as a result oftheir
participation, they would not be deprived oftreatment. Further, the principal investigator
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emphasized that participation was a matter of choice. Subjects were informed that this
was a study examining the nature of auditory hallucinations and that the questionnaires
given to them for completion might arouse certain emotions and could result in their
becoming upset.
All participants were administered the Beliefs About Voices Questionnaire-Revised
(BAVQ-R), Beck Anxiety Inventory (BAI), the Beck Depression Inventory-II (BDI-II),
and the Beck Hopelessness Scale (BHS).
Subjects were re-assessed one week later with the Beliefs About Voices
Questionnaire-Revised (BAVQ-R) to assess the stability of test scores over time
(test-retest reliability).
Subjects were given instructions that their responses to the BAVQ-R should be given
in response to their dominant voice. The presence of a dominant voice was operationally
defined as one that has been dominating within the past week. To ensure confidentiality,
code numbers were utilized for identification purposes.
The coinvestigator administered the instruments in the following order: Beliefs About
Voices Questionnaire-Revised (BAVQ-R); the Beck Depression Inventory-II (BDI-II);
Beck Anxiety Inventory (BAI) and the Beck Hopelessness Scale (BHS). These
instruments were scored by the coinvestigator. A random sample was taken of all the
instruments and scored independently by a graduate student from peOM blind to the
purpose of the study in order to ensure accuracy of results.
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Overview of the Research Design and Statistical Analysis

This study employed a correlational research design to assess the psychometric
properties ofthe Beliefs About Voices Questionnaire-Revised (BAVQ-R). The
relationship between the BAVQ-R subscales of Benevolence, Engagement, Malevolence,
and Omnipotence and the Beck Anxiety Inventory (BAI), Beck Depression Inventory-II
(BDI-II) and Beck Hopelessness Scale (BHS) were examined.
Pearson product-moment correlations were used to determine the relationship between
BAVQ-R scores at Time 1 and Time 2 and the relationship between the following pairs
ofBAVQ-R subscales: Malevolence and Resistance, Benevolence and Engagement,
Omnipotence and Resistance, and Omnipotence and Benevolence. Coefficient alpha
reliability was determined for each ofthe subscales. An acceptable level of coefficient
alpha was considered to be at least at .70.
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Chapter 3
Results

Descriptive Statistics

In this section the results ofthe study are presented. Ninety-one subjects met inclusion
criteria for this study. Eighty-three subjects completed the fIrst administration ofthe
BAVQ-R, BDI-II, BAl and BHS however, eight subjects failed to complete the second
adininistration ofthe BAVQ due to dropping out of the study. Total scores for patients
ranged from 0 to 87 (mean = 48.57, SD = 19.56) on the frrst administration of the
BAVQ-R, while total scores for the second administration ofthe BAVQ-R ranged from 0
to 105 (mean = 46.73, SD = 20.63).
Scores on the BDI-II ranged from 0 to 58 (mean = 22.40, SD = 15.44). Scores on the
BAl ranged from 0 to 54 (mean = 21.03, SD = 13.20), while scores on the BHS ranged
from 0 to 20 (mean = 7.74, SD = 5.64).
The BAVQ-R sub-scale means with standard deviations were obtained and are
illustrated in Table 5.

Correlations between Variables on Administration 1

There was a statistically signifIcant positive correlation between the Malevolent
subscale ofthe BAVQ-R and the BAl (r = .458, p < .01) suggesting that the more
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malevolent the subject's hallucination the higher was the subject's anxiety level; the less
malevolent the subject's hallucination the less the subject's anxiety. There was also a
statistically significant positive correlation (r = .461, p. < .01) between the Omnipotence
subscale and the BAl suggesting that the more power and omnipotence that was
attributed to the hallucination, the more anxious the subject was. There was no statistical
relationship observed between the Benevolent subscale ofthe BAVQ-R and the BAl, a
fmding which failed to support the first hypothesis of our study. However, a statistically
significant negative correlation between scores on the Benevolence subscale ofthe
BAVQ-R and the BD1-II (r = -.238, p < .05) was observed.
Providing support for our second hypothesis, this result indicates that as scores on the
Benevolence subscale increased, scores on the BDI-II decreased, a fmding suggesting
that the more benevolent the subject's hallucination, the less depressed the subject.
Conversely, there was also a statistically significant positive correlation between the
scores on the Malevolence sub scale of the BAVQ-R and the BDI-II (r = .605, p < .01).
As scores on the Malevolent sub scale increased, subjects evidenced higher scores on the
BDI-II. This would appear to support the hypothesis that the more malevolent the
subject's hallucination, the more depressed the subject was. In support of Hypothesis 2
the correlation between the Omnipotence sub scale and the BDI -II was .565, (p < .01)
suggesting that the more the subjects attributed power and omnipotence to the
hallucination, the more depression the subject reported.
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Table 5
Descriptive Statistics on All Measures
N

Mean

Std. Dev.

TOTAL

91

48.5714

19.55797

Malevolence

(MA)

91

7.7473

5.88707

Benevolence

(BA)

91

7.1978

5.87503

Omnipotence

(OA)

91

8.8242

5.04996

Resistant Behaviors

(RBA)

91

9.2967

4.43344

Resistant Emotions

(REA)

91

6.4615

3.82480

Engagement Behaviors

(EBA)

91

4.2747

3.90745

Engagement Emotions

(EEA)

91

4.7802

4.37620

Beck Depression Inventory-II

(BDI-II)

91

22.3956

15.44228

(BAI)

91

21.0330

13.20391

(BHS)

91

7.7363

5.63685

TOTAL

83

46.7349

20.62918

Malevolence

(MB)

83

6.9398

5.79813

Benevolence

(BB)

83

7.3012

5.72486

Omnipotence

(OB)

83

8.6506

4.85505

(RBB)

83

8.4458

4.55656

Administration 1
Beliefs About Voices Questionnaire-Revised

Beck Anxiety Inventory
Beck Hopelessness Scale

Administration 2
Beliefs About Voices Questionnaire-Revised

Resistant Behaviors
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Resistant Emotions

(REB)

83

6.3614

3.88109

Engagement Behaviors

(EBB)

83

4.0843

3.97309

Engagement Emotions

(EEB)

83

4.7590

4.18939

(NUMHOSP)

91

10.4066

6.84589

Number Of Hospitalizations
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In support of our third hypothesis there was a statistically significant positive
correlation observed between the Malevolence subscale of the BAVQ-R and the BHS
(r = .450, p < .01) suggesting that the more malevolent a subject's hallucination, the
higher the subject's endorsement of hopelessness items on the BHS. There was an
inverse correlation between the Benevolence sub-scale and the BHS (r = -.319, p < .01),
which also supported our third hypothesis suggesting that the more benevolent the
subject's hallucinations, the lower the scores on the BHS. Again in support of the third
hypothesis there was a statistically significant positive correlation between the
Omnipotence sub-scale and the BHS (r =.387, p < .01) suggesting that the more
omnipotent subjects rated their hallucination, the higher the endorsement of hopelessness
items on the BHS. These values are illustrated in Table 6.

Correlations between Variables on Administration 2

Since the BAVQ-R was administered a second time (I-week interval) to test the
stability of the scores, this administration provided a second opportunity to exam the
relationship between the BAVQ-R and the Beck measures. On the second administration
of the BAVQ-R there was a positive and statistically significant correlation between the
Malevolence subscale and the BDI (r = .508, p < .001), BAI (r = .379, p < .01), and BHS
(r = .386, p < .01). Benevolence, as predicted, was negatively correlated with depression
(r = -.212, p < .05). As in the first administration no significant relationship was observed
between Benevolence and Anxiety. However there was a negative correlation between
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benevolence and the BHS (r = -.242, P < .05). The correlations between omnipotence and
depression (r

= .446, p < .01), anxiety (r = .371, p < .01), and hopelessness

(r = .304, p < .01) were observed to be positive and statistically significant respectively. It
is important to note that the relationships between administration 2 ofthe BAVQ-R and
the Beck measures replicated those observed on administration 1. These values are
illustrated in Table 7.

Correlations between the sub-scales of the BA VQ-R

The correlations between the sub-scales ofthe BAVQ-R provide support for the
theoretical basis ofthe BAVQ-R as outlined by Chadwick et aI., Lees 2000. For example
Malevolence and Benevolence correlated negatively (r = -.317, p < .01). Malevolence
and Omnipotence correlated highly and ,positively (r = .771, p < .01). There is a
statistically positive and significant relationship between malevo lence and resistant
behavior (r =.628, p < .01) and emotion associated with resistance (r

=

.772, p < .01),

which was also positive and statistically significant.
Malevolence and Emotion associated with Engagement correlated negatively
(r = -.362, p < .01). Benevolence and Engagement behavior correlated positively
(r = .730, p < .01). Benevolence and Emotion associated with engagement also correlated
positively (r = .857, p < .01). Benevolence and Emotion associated with resistance
correlated negatively (r = -.257, P < .01). Omnipotence and Resistant behavior correlated
positively (r = .470, p < .01). The correlation between Omnipotence and Emotion
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associated with resistance (r =.67, p < .01) was also positive and statistically significant.
Omnipotence and Engagement behavior correlated positively (r = .184, p < .05). These
values are illustrated in Table 8.

Reliability

Test-Retest. To test the stability oftest scores over time, the BAVQ-R subscale values
obtained from Administration 1 were correlated with subscale values from
Administration 2. A statistically significant and positive correlation between the scores
for Malevolence (M) (r =.75, p < .01) was obtained. For the Benevolence subscale (B) the
correlation between Time 1 and Time 2 (r = .72, p < .01) was found to be positive and
statistically significant.
The correlation for the Omnipotence: scale (0) between Time 1 and Time 2
(r

=

.66, P < .01) was positive and statistically significant. For the subscale measuring

Resistant behavior (Rb) the correlation was (r = .58, p < .01) positive and statistically
significant.
The sub-scale measuring emotions associated with Resistance (Re) showed a positive
and statistically significant correlation (r = .71, p < .01). The correlation observed for
Engagement behavior (Eb) (r = .50, p < .01) was positive and statistically significant. A
correlation between the scores for emotions associated with Engagement (Ee) (r = .70, p
< .01) was also positive and statistically significant. Finally, total scores for the BAVQ-R
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were compared and found to have a positive and statistically significant correlation of
(r = .58, p < .01). These values are represented in Table 9.

Coefficient Alpha Reliability. In Table 10 Coefficient Alpha reliabilities for each of

Chadwick's factors are indicated. Alpha values ranged from .75 to .88.
To further assess the internal consistency of Chadwick's subscales, corrected item
subscale total score correlations were calculated (shown in Table 11). This was achieved
by correlating the score on each item, on a given factor, with the corrected subscale total
score. The corrected sub-scale total score was obtained by summing the scores of all the
items, on a given factor, excluding the specific item in question. For example for item 1
on factor 1 (items 1, 4, 7, 10, 13, 16), the item sub-scale total score correlation was found
by correlating the score on item 1 with the corrected subscale total score (the sum of
items 4, 7, 10, 13 and 16). This proces~ was completed for each item ofthe subscale for
all subscales. All Correlations are significant at p < .01.

Higher Order Factor Analysis of the BAVQ-R Subscales

A Principal Components Varimax Rotated Factor Analysis of the subscales of the
BAVQ-R using Kaiser's criterion revealed two factors accounting for 80.02% of the
variability among the scores on the subscales of the BAVQ-R. Factor loadings of .50
were considered significant. The first factor, labeled "aversive hallucinatory experience,"
was characterized as aversive and nonpleasurable and consisted of Malevolence,
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Omnipotence, Resistance and Behavior resistant emotions. The second factor labeled
"pleasurable hallucinatory experience," was characterized as pleasurable and enjoyable
and consisted of Benevolence, Engaging behavior and Behavior engaging emotions. The
presence of both a negative and positive factor was found. This would seem to suggest
that when subjects experienced malevolent hallucinations they are resistant to them.
When subjects experienced benevolent hallucinations they engaged them. On the second
administration the higher-order factor structure was confITmed. These values are
illustrated in Table 12 and Table 13.

Coefficient Alphafor Higher-Order Factors

Coefficient alpha, a measure of homogeneity of item content, was calculated for the
higher-order factors on Administrations 1 and 2. These values are reported in Table 14.
A coefficient alpha was found to be equal to .88, suggesting the presence of a high
homogeneity of item content. The reliability of the second factor on the fITst
administration was .89, suggesting that those items are also internally consistent and
measure a homogeneous construct. Taking the retest ofthe BAVQ-R and examining the
factors revealed the same results. A factor loading criterion of .50 was considered
significant. Malevolence, Omnipotence, Resistant behavior and Behavior resistant
emotions all loaded on the same factor, while Benevolence, Engagement behavior and
Emotions associated with engagement behavior all loaded on the second factor. In
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looking at the coefficient alpha reliability of the second administration for factor 1
(Aversion) we found alpha equal to .90 and for factor 2 alpha equal to .90.
In examining the relationship between the BAVQ-R total score and number of
hospitalizations, while the correlation was not significant for the first administration of
the BAVQ-R, number of hospitalizations did correlate with BAVQ-R total score for the
second administration (r = .28, P < .01). This result would seem to suggest that the higher
the score on the BAVQ-R, the greater the number of hospitalizations. This result should
be viewed with caution because it is based on patient report only which may be subject to
distortion and memory decay.
In examining the correlations between the subscales and number of medications, a
positive correlation (r = .196, P < .05) was found between Malevolence and number of
medications suggesting that the more malevolent the hallucinations, the more
medications are administered. Between Malevolence and the number of medications on
the second administration, a positive correlation (r = .274, p < .01) was also observed. In
addition, there was also a positive and significant correlation on the second
administration between Omnipotence and number of medications (r = .197, P < .05).
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Table 6

Correlations Among Variables on Administration 1
Beck Anxiety

Beck Depression

Beck Hopelessness

Inventory

Inventory-II

Scale

Malevo lence

**.458

**.605

**.450

Benevo lence

.00

*-.238

**-.319

Omnipotence

**.461

**.565

**.387

Beck Anxiety

Beck Depression

Beck Hopelessness

Inventory

Inventory-II

Scale

Malevolence

** .379

**.508

** .386

Benevolence

.00

*-.212

*-.242

Omnipotence

** .371

**.446

**.304

BAVQ-R Subs cales

*p < .05 level of significance
**p < .01 level ofsignificance
Table 7

Correlations Among Variables on Administration 2

BAVQ-R Subs cales

*p < .05 level of significance
**p < .01 level of significance
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Table 8

Correlations Between the Subscales of the BAVQ-R
BAVQ-R

M

B

1

**-.317

o

EB

EE

RB

RE

**.771

-.052

**-.362

**.628

**.772

Subscales

M
B

** .317

1

.004

**.730

**.857

-.118

**-.257

o

**.771

.004

1

*.184

-.056

**.470

**.677

BAVQ-R Subscale Legend
M = Malevolence

Eb

Engagement Behavior

B = Benevolence

Ra

Resistance Affective

o

Rb

Resistance Behavior

Omnipotence

Ea = Engagement
Affective

*p < .05 level of Significance
**p < .01 level of Significance
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Table 9
Test-Retest Correlations on the BAVQ-R Total Score and Subscales for 1- Week Interval

Significance Level

r

BAVQ-R Total

.58

p < .01

Malevolence

.75

p< .01

Benevolence

.72

p< .01

Omnipotence

.66

p < .01

Resistant Behavior

.58

p< .01

Resistant Emotion

.71

p< .01

Engagement Behavior

.50

p< .01

Engagement Emotions

.70

p < .01

Table 10
Coefficient Alpha on Chadwick's Factors

Coefficient Alpha

Scale

Number ofltems

Malevolence

6 (1,4,7,10,13,16)

.87

Benevolence

6 (2,5,8,11,14,17)

.87

Omnipotence

6 (3,6,9,12,15,18)

.75

Engagement Affective

4 (19,21,24,26)

.88

Engagement Behavior

4 (32,33,34,35)

.79

Resistance Affective

4 (20,22,23,25)

.75

Resistance Behavior

5 (27,28,29,30,31)

.78
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Table 11

Corrected Item Subscale Total Score Correlations for the BA VQ-R Subscales Based
On Chadwick's Factors

BAVQ-R Subscales
B

M

0

Ra

Eb

Ea

Rb

Item

Item

r

Item

r

Item

Item

r

Item

r

1

3

.44

19

.63

32

20

.59

27

.64

22

.62

28

.63

4

5

.61

6

.46

21

.78

33

7

8

.70

9

.54

24

.80

34

.62

23

.51

29

.67

.67

12

.49

26

.75

35

.62

25

.44

30

.61

14

.67

15

.53

31

.28

17

.65

18

.48

10

16

.77

BAVQ-R Subscale Legend
M = Malevolence

Eb = Engagement Behayior

B

Benevolence

Ra = Resistance Affective

0

Omnipotence

Rb = Resistance Behavior

Ea

Engagement Affective
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Table 12
Higher Order-Factor Analysis ofFirst Administration ofBAVQ-R

Rotated Component Matrix
Factor
1

2

Malevolence (MA)

.914

-.207

Benevolence (BA)

-.136

.937

Omnipotence (OA)

.866

.128

Resistant Behavior (RBA)

.771

-2.226E-02

Resistant Emotion (REA)

.883

-.159

Engagement Behavior (EBA)

.107

.884

Engagement Emotion (EEA)

-.166

.916

Extraction Method: Principal Component Analysis. Rotation Method: Varimax with
Kaiser Normalization.
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Table 13
Higher-Order Factor Analysis of the Second Administration of The BAVQ-R

Rotated Component Matrix
Factor
I

2

Malevolence (MB)

.923

-.108

Benevolence (BB)

-.118

.945

Omnipotence (OB)

.856

.325

Resistant Behaviors (RBB)

.834

-.120

Resistant Emotions (REB)

.,2lQ

-.102

Engagement Behavior (EBB)

.139

.868

Engagement Emotion (EEB)

-.121

.942

Extraction Method: Principal Component Analysis. Rotation Method: Varimax with
Kaiser Normalization.

63
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Table 14
Coefficient Alpha Reliabilities for Higher-Order Factors of the BA VQ-R

Administration

1

Factors

Factor 1 Aversive Hallucinatory

Alpha

.88

Experience (ARE)

Factor 2 Pleasurable Hallucinatory

.89

Experience (PHE)

2

Factor 1 Aversive Hallucinatory

.90

Experience (ARE)

Factor 2 Pleasurable Hallucinatory
Experience (PHE)

.90
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Chapter 4
Discussion

Major Findings

The present study provides support for the validity and reliability ofthe BAVQ-R,
suggesting that it measures constructs that are potentially useful and relevant to
understanding and treating patients who are suffering from chronic refractory
hallucinations. The measure is a valid and reliable one with the subscale scores being
stable and measuring homogenous constructs. This becomes important when the
measurement of such constructs becomes useful and relevant to understanding and
treating patients experiencing refractory hallucinations. The BAVQ-R exhibits test-retest
reliability and internal consistency reliability. Test-retest reliability is lower than
coefficient alpha. The test-retest scores may be attributable to the state nature of
hallucinations, suggesting that the BAVQ-R could be used to determine that patients
suffering from refractory malevolent hallucinations are more likely to be depressed.
There is support for this measure's construct validity. These subscales correlate with
measures of emotional distress.
The fmdings ofthis study are theoretically consistent with Chadwick's theoretical
underpinnings .. For example, it was expected that those suffering from Malevolent
hallucinations would be disturbed by them. Conversely those experiencing Benevolent
hallucinations were less disturbed. All ofthe hypotheses ofthis study were supported,
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except that there was no statistical relationship observed between the Benevolent
sub scale ofthe BAVQ-R and the BAl.
The results ofthis study have some interesting implications for treatment of patients
suffering from refractory auditory hallucinations. This is particularly so in light ofthe
fmdings that patients scoring high on malevolent and omnipotent subscales of the
BAVQ-R also demonstrated higher scores on measures of depression, anxiety and
hopelessness. These findings would suggest that what psychotic patients believe about
their hallucinations correlates with mood and hopelessness. For example, having
Malevolent hallucinations that tend to be more persecutory and condemning, critical, and
monitoring of one's daily routine tends to create situations that are highly associated with
states of anxiety, depression and hopelessness. Exploring the meanings and attributions
psychotic patients hold about their hallucinations may prove to be a valuable avenue for
altering mood states and understanding resistance.
Moreover patients who score high on the Benevolence and Engagement subscales of
the BAVQ-R show lower levels of depression and hopelessness. Why might this be the
case? If by defmition patients believe their hallucinations to be soothing and positively
reinforcing, serving companionship needs and protective functions then, indeed, it is
quite plausible that these benevolent hallucinatory experiences may act as a buffer for
depression, anxiety and hopelessness. Throughout this study, patients reported that they
engaged in a variety of behaviors and rituals to get in touch with their hallucinations.
These patients employed strategies to protect their benevolent hallucinations evidenced
by medication rejection and avoidance oftherapy appointments. In fact, in this study
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many patients refused to participate for fear of retribution of their Malevolent
hallucinations or loss oftheir pleasurable hallucinations. One patient spoke of her voice
serving to protect her from her suicide attempts. This patient would indicate that Jesus
would catch the pills in her throat as she attempted to overdose. Still other patients would
describe longstanding romantic relationships that they had maintained over the course of
a number of years. One patient reported that she experienced the presence of haptic
hallucinations (sexually stimulating) accompanied by auditory hallucinations and for this
reason alone was noncompliant with her medications. One patient described his
perception of his hallucinations as quite humorous and clearly felt that it would not be in
his best interest to take medications.
VanPutten and colleagues (1976) found that decompensations, as evidenced by
depression, anxiety and absence of grandiosity, occurred in a group of habitual
drug-compliant subjects. These researchers concluded that some patients might prefer an
ego syntonic grandiose psychosis to a relative drug-induced normality - a fmding that
might suggest for purposes ofthis study a patient's desire for maintenance ofthe
hallucination. Still others state that "Grandiose defenses often seem to be successful and
appear to enable patients to avoid painful feelings of depression which they describe as
highly aversive" (Fowler, Garety & Kuipers, 1995).
On the other hand, the presence of malevolent hallucinations may serve as
precipitating events for suicide attempts and homicidal acting out (Junginger, 1990;
Hersh & Borum, 1998). Several researchers have shown that patients suffering from
malevolent hallucinations were also experiencing depression and were suicidal (Soppitt
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& Birchwood, 1997); others report that the more intrusive and distressing a patient's

hallucinatory experience the more depression was noted (Hustig & Hafner, 1990)). Still
others describe that patients diagnosed with psychotic depression also experienced what
would appear to be Malevolent hallucinations of a hostile, threatening nature. Long-term
experience ofthe malevolent hallucination has been identified as being related to hostility
(Judkins & Slade, 1981).

In the current study a very high correlation was found between the BAVQ-R subscales
of Malevolence and Omnipotence and scores on the Beck Depression Inventory-II
(BDI-II) and the Beck Hopelessness Scale (BHS). It may be that the BAVQ-R may have
utility for screening out depression and hopelessness and subsequent dangerousness to
self and others.
There appears to be some higher-order factor on this scale having to do with aversive
hallucinatory experience and pleasurable hallucinatory experience. This has significant
implications for the assessment and treatment of this patient population. Those who
would score high on the aversive factor might be more likely to comply with a treatment
modality that would remove the hallucination and lessen their discomfort.
On the other hand, those patients high on the pleasurable factor might be less likely to
comply because they do not see their hallucination as distressing. In this respect
treatment for the latter group continues to be problematic. Most psychological theories of
hallucinations hold that they serve a psychological purpose. In looking at the research
conducted by Miller and colleagues (1993) subjects seemed to highly value their
Benevolent hallucinations. In fact, as previously mentioned, subjects who valued their
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hallucinations before treatment were more likely to be hallucinating after treatment.
Subjects in this study also identified some pleasant aspect to hallucinations and the desire
to continue hallucinating. Utilization of the BAVQ-R in the assessment of hallucinatory
states may be effective in alerting clinicians to those patients who may represent potential
treatment resistance. These are some ofthe challenges confronting clinicians and
researchers.

Limitations of the study

In addressing the limitations of this study, it is important for the reader to note that the
issue of psychotic patients not divulging information about their hallucinations is not the
same as the absence of hallucinations. Given that a patient may experience hallucinations
of the command type, it is possible that voices may command the patient not to divulge
information about them.
In addition, the hallucinations may command the patient to completely deny that such
an event is even occurring. A second limitation ofthis study involves problems with
regard to the issue of generalization. The study may not be used to generalize all patients
experiencing hallucinations. Rather, generalization may be made for those patients who
choose to divulge the content oftheir hallucinations and who are suffering from
refractory hallucinations. Third, the majority of the psychotic patients in this study
identified their ethnic background as white.
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Therefore, the results of this study may not apply to individuals of different cultures.
Finally, another limitation ofthis study involved the investigator's use of self-report
measures. In the use of any self-report measures there is always a question as to whether
the subjects are able to comprehend the information on the questionnaire.
In this study the average education ofthe subjects was at the high school level. A
review ofthe subjects' educational history revealed that none ofthem achieved below an
11 th-grade level of education. Therefore, it would appear unlikely that ability to read the
self-report measure would have represented a major threat to the validity ofthe fmdings.
In future research, administering a brief reading assessment to ensure that the subjects
comprehend the questionnaire may be helpful. In this study all subjects were screened by
self-report as to whether they had problems with reading. All subjects reported that they
were able to read and comprehend the materials that were presented to them.

Implications for Clinical Practice and Future Research

The value of this study would be that in validating the Beliefs About Voices
Questionnaire-Revised (BAVQ-R) it would be most useful to continue to further study
the characteristics of hallucinations in this patient population and develop effective
treatments. Such measures can be used to assess the patient's beliefs about hallucinations
and it appears that these beliefs correlate with their emotional reactions. For example, the
more malevolent the hallucination the more depressed, anxious and hopeless the patient
appears to be. It may be that altering the patient's belief about hallucinations may alter
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his or her emotional state and result in more control and coping with affective states, such
as depression, anxiety and hopelessness.
Further research in the area of managing hallucinations by cognitive behavioral
therapy strategies is needed. A prominent point noted by Beck (1996) is that of viewing
hallucinations as activating events and not automatic thoughts. Beck defmes the sequence
as "an individual hears a voice (activating event), which he or she interprets in a
particular fashion (either friendly or hostile), this meaning (belief) shapes the way he or
she feels and behaves (consequence)." Further research on the BAVQ-R and the
identification of these internal activating events would assist the therapeutic community
in greatly understanding the hallucinatory process. This becomes particularly important
in addressing issues of treatment resistance in the clinical setting. The patient's beliefs
about both Malevolent and Benevolent hallucinations are at times incredibly powerful
and exert influence in the decision to reject medications, as well as failure to attend
therapy sessions. Chadwick's BAVQ-R represents a valuable opportunity to assess the
potential for such conditions. More research with the BAVQ-R to assess treatment
resistance and noncompliance would be of benefit in a variety of settings. Therefore,
future research might include studying the extent the BAVQ-R may differentiate adherent
versus nonadherent psychotic patients who are suffering from auditory hallucinations.
One would expect nonadherent patients to score higher on the aversive higher order
factor structure (BAVQ-R subscales of Malevolence, Omnipotence and Resistance).
Another study might look at strategies designed to alter the meanings and nature of
the hallucinations the patients are experiencing. This becomes particularly important in a
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group of refractory patients already on medications, but still experiencing hallucinations,
who may not be receiving other therapy designed to alter the aversiveness oftheir
hallucinations. It may be that by altering the aversiveness ofthe hallucinatory experience
the therapist may be able to get the patient some reliefthat he or she is not getting from
the

m~dication

alone. The BAVQ-R may become useful as an outcome measure in

studies designed specifically to alter aversive aspects of hallucinations. For example the
BAVQ-R may be useful in testing whether cognitive behavioral strategies alter the
malevolent aspects of hallucinations.

Psychometric Investigation

73

References
AI-Issa, L(1977). Social and Cultural Aspects of Hallucinations. Psychological

Bulletin, Vol. 84, No.3, 570-587.
AI-Issa, L (1979). Socio-cultural factors in hallucinations. International Journal o/Social

Psychiatry,24, 167-176.
Allen, T., & Agus, B. (1968). Hyperventilation leading to hallucinations. American

Journal 0/ Psychiatry, 125, 5,84-89
Alumbaugh, R.V. (1971). Use of Behavior modification techniques toward reduction of
hallucinatory behavior: A case study. Psychological Record, 21, 415-417.
American Psychiatric Association. (1995). Diagnostic and Statistical Manual of
Psychiatric Disorders: Fourth Edition. Washington, DC: The American Psychiatric
Association.
Arbisi, P. A (2001). Beck Depression Inventory-II: A review. In Barbara S. Plake &
James C. Impara (Eds.). Mental Measurements Yearbook-14 Edition, (pp 121-123).
Buros Institute of Mental Measurements ofthe University of Nebraska, Lincoln.
Asaad, G., & Shapiro, B. (1986). Hallucinations: Theoretical and Clinical Overview.

American Journal 0/ Psychiatry, Vol. 143, No.9, 1088-1097.
Beck, A (1996). Forward. In Chadwick, P., Birchwood, M., & Trower, P. Cognitive
Therapy for Delusions, Voices and Paranoia, Chichester, England: Wiley.
Beck-Sander, A, Birchwood, M., & Chaqwick, P. (1997). Acting on command
hallucinations: A cognitive approach British Journal o/Clinical Psychology, 36,
139-148.

Psychometric Investigation

74

Beck, A.T., Steer, R. A., & Brown, G. K. (1996). Beck Depression Inventory-Second
Edition, Manual. The Psychological Corporation. San Antonio: Harcourt Brace &
Company.
Behrendt, R.P. (1998). Underconstrained Perception: A Theoretical Approach to the
nature and Function of Verbal Hallucinations. Comprehensive Psychiatry, Vol. 39,
No. 4 (July/August), 236-248.
Benjamin, L.S. (1989). Is chronicity a function ofthe relationship between the person and
the auditory hallucination? Schizophrenia Bulletin, 15,291-310.
Bick, P.A. and

Kinsbourne~

M. (1987). Auditory hallucinations and subvocal speech in

schizophrenic patients. American Journal of Psychiatry, 144,222-225
Birchwood, M., & Chadwick, P. (1997). The Omnipotence of Voices: testing the validity
ofa cognitive model. Psychological Medicine, 27(6), 1345-1353.
Bleuler, E. (1908). Dementia Praecox or the Group ofSchizophrenias. Translated by
Zinkin, J. New York: International Universities Press, 1962.
Bourguignon, E. (1970). Hallucination and trance: An anthropologist's perspective. In
W. Kemp (Ed.), Origin and mechanisms of hallucinations. New York: Plenum Press.
Bourgeois, J.A., Dejuan, T., Johansen, T.M., & Walker, D.M. (1998). Visual
Hallucinations Associated With Fluoxetine and Sertraline. Journal of Clinical
Psychopharmacology, Vol. 18 (6), 482-483.
Brewin, c.R. (1988). Cognitive Foundations of Clinical Psychology. Hove: Erlbaum.
Carter, M., Mackinnon, A., Howard, S., Zeegers, T., & Copolov, D. L. (1995). The
Development and Reliability of the Mental Health Research Institute Unusual

Psychometric Investigation 75

Perceptions Schedule (MUPS): an instrument to record auditory hallucinatory
experience. Schizophrenic Research, 16, 157-165.
Chadwick, P.D.J., & Birchwood, M.J. (1994). The omnipotence of voices: a cognitive
approach to auditory hallucinations. British Journal of Psychiatry, 164, 190-201.
Chadwick, P., & Birchwood, M. (1995). The Omnipotence of Voices II: The Beliefs
About Voices Questionnaire (BAVQ). The British Journal ofPsychiatry, 166(6),
773-776.
Chadwick, P., Birchwood, M., & Trower, P. (1996). Cognitive Therapy for Delusions,
Voices and Paranoia. New York: Wiley.
Chadwick, P., Lees, S., & Birchwood, M. (2000). The Revised Beliefs About Voices
Questionnaire (BAVQ-R). The British Journal ofPsychiatry, 177, 229-232
Critchley, E. M. R., & Rossall, C. J. (1978). Hallucinations. British Journal of Hospital
Medicine, 19,64-69.
Csernansky, lG., Murphy, G.M., & Faustman, W. O. (1991). Biological Psychiatry, 30,
383-400.
Dowd, Thomas, E. (1998). Beck Anxiety Inventory: A review. In James C. Impara &
Barbara S. Plake (Eds.), Mental Measurements Yearbook-13 th Edition (pp 97-98).
Buros Institute of Mental Measurements ofthe University of Nebraska, Lincoln.
Delespaul, P.A.E.G., Reis, H.T., & de Vries, M.W. (1995). ESM time and RIR event
sampling in social interactions. In P.A.E.G. Delespaul (Ed.), Assessing schizophrenia
in daily life: The experience sampling method (pp. 116-132. Maastricht, The
Netherlands: Universitaire Pers Maastricht.

Psychometric Investigation

76

Esquirol, J. E. D. (1845). Mental Maladies: A Treatise on Insanity. New York: Hafuer,
1965.
Fallon, I.R.H., & Talbot, R.E. (1981). Persistent auditory hallucinations: coping
mechanisms and implications for management. Psychological Medicine, 11,329-339.
Fernandez-Ephrem, E (1998). Beck Hopelessness Scale: A review. In James C. Impara
and Barbara S. Plake (Eds.) Mental Measurements Yearbook-i3 Edition (pp 123-125).
Buros Institute of Mental Measurements of the University of Nebraska, Lincoln.
Field, W. (1985). Hearing Voices. Journal oj Psychosocial Nursing, Vol. 123, No.1,
9-14.
Fishman, L.C. (1983). Dreams, hallucinogenic drug states, and schizophrenia: a
Psychological and biological comparison. Schizophrenia Bulletin, Vol. 9, 73-94.
Fowler, D., Garety, P., & Kuipers, E. (1995). Cognitive Behavior TherapyJor Psychosis:
Theory and Practice. New York: Wiley
Frith, C. (1992). The Cognitive Neuropsychology oJSchizophrenia. London: Lawrence
Erlbaum Associates.
Frith, C. (1995). Functional Imaging and Cognitive Abnormalities. Lancet, 346,
615-620.
Goetz, C.G., Tanner, S.M., & Klawans, H.L. (1982). Pharmacology of hallucinations
induced by long term drug therapy. American Journal oj Psychiatry, Vol. 139,
494-497.
Hamilton, E., and Cairns, H. (1961). The Collected Dialogues oj Plato. New York:
Pantheon Books.

Psychometric Investigation

77

Hersh, K, & Borum, R. (1998). Command Hallucinations, Compliance, and Risk
Assessment. Journal ofAmerican Academy ofPsychiatlY Law, Vol. 26, No.3,
353-359.
Hoffman, R. E., & McGlashan, T. H. (1997). Alterations of Speech, Thought, Perception,
and Self-experience. In Tasman, A., Kay, 1., & Lieberman, 1. A (Eds.), Psychiatry,
Philadelphia: W. B. Saunders Company.
Hustig, H., & Hafiler, J. (1990). Persistent Auditory Hallucinations and Their
Relationship to Delusions and Mood. The Journal of Nervous and Mental Disease,
Vol. 178, No.4, 264-267.
lh

Impara, J. C. & Plake, B. S. (1998). Mental Measurements Yearbook, 13 edition.
Lincoln, Nebraska: Buros Institute of Mental Measurements.
Jackson, 1.H. (1932). Selected Writings. London: Hoddor and Stoughton.
James, W. (1892). Psychology. New York: Henry Holt and Company.
Janov, Arthur (1991). The New Primal Scream. Wilmington, DE: Enterprise Publishing,
Inc.
Jaspers, K (1923). General Psychopathology, 7 th edition. Manchester: Manchester
University Press, 1962.
Johnson, F.H. (1978). The Anatomy of Hallucinations. Chicago: Nelson-Hall.
Jowett, B. (1909). Translation of Plato. In C.W. Eliot (Ed.). The Harvard Classics. New
York: P .F. Collier and Sons Corp.
Judkins, M., & Slade, P. (1981). A questionnaire study of hostility in persistent auditory
hallucinations. British Journal ofMedical Psychology, 54, 243-250.

Psychometric Investigation 78

Junginger, John. (1990). Predicting Compliance with Command Hallucinations.

American Journal oj Psychiatry, 147,245-247.
Kingdon, D., & Turkington, D. (1994). Cognitive-Behavioral Therapy oJSchizophrenia.
New York: Guilford Press.
Kolb, B., & Whislaw, I. Q. (1980). Fundamentals oj Human Neuropsychology. San
Francisco: W.H. Freeman & Company.
Kraeplin, E. (1919). Dementia Praecox and Paraphrenia: With Historical Introduction
(1919). Translated by Barclay RM. New York, Robert Krieger, 1971.
Landis, C. (1964). Varities oj Psychopathological Experience. F.A. Mettler (Ed.). New
York: Holt, Rinehart and Winston.
Launay, G. & Slade, P. (1981). The measurement of hallucinatory predisposition in male
and female prisoners. Personality and Individual Differences, 2, 221-234.
Leudar, I., Thomas, P., Maynall, R, & Glinski, A. (1997). What Voices can do with
Words: Pragmatics of Verbal Hallucinations. Psychological Medicine, 27(4), 885-898.
LIinas, R & Pare, D. (1991). Neuroscience 44,521-535.
MacLean, P .D. (1986). Culminating developments in the evolution ofthe limbic system:
the thalamocingulate division. In the Limbic System: Functional Organization and

Clinical Disorders. B.K. Doane & Livingston, K.E. New York: Raven Press.
MacRae, A. (1991). An Overview of Theory and Research on Hallucinations:
Implications for Occupational Therapy Intervention. Occupational Therapy in Mental

Health, Vol. 11 (4),41-60.
Martin, W., Unutzer, 1., Szuba, M.P. (1995). Exacerbation of Psychosis Associated With

Psychometric Investigation 79

Inhaled Albuterol. Journal of Clinical Psychopharmocology, Vol. 15 (6), 446-447.
May, R & Yalom, 1. (1989). Existential Psychotherapy. In R Corsini & D. Wedding
(Eds.), Current Psychotherapies. Itasca, Illinois: F. E. Peacock Publishers, Inc.
Miller, L.J., O'Connor, E., & DiPasquale, T. (1993). Patients' Attitudes Toward
Hallucinations. American Journal of Psychiatry, 150:4584-588.
Modell, A.H. (1958). The theoretical implications of hallucinatory experiences in
schizophrenia. Journal of the American Psychoanalytic Association, 6, 442-480.
Morrison, A. P., Haddock, G., & Tarrier, N. (1995). Intrusive Thoughts and Auditory
Hallucinations: A Cognitive Approach. Behavioural and Cognitive Psychotherapy,
23,265-280.
Mueser, K.T., and Butler, RW. (1987). Auditory hallucinations in combat-related
chronic posttraumatic stress disorder. American Journal ofPsychiatry, 144, 299-302.
Nausieda, P.A., Tanner, C.M., & Klawans, H.L. (1983). Sertonergically active agents in
levodopa-induced psychiatric toxicity reactions. Advanced Neurology, Vol. 37,
23-32.
Nydegger, RV. (1972). The elimination of hallucinatory and delusional behavior by
verbal conditioning and assertive training: A case study. Journal of Behavior Therapy
and Experimental Psychiatry, 3, 225-227.

Olney, J. W., & Farber, N. B. (1995). Biological Psychiatry, 37, 667.
Penfield, W., & Jasper, H.H. (1954). Epilepsy and the Functional Anatomy of the Human
Brain. Boston: Little Brown.

Penfield, W. & Perrot, P. (1963). The brain's record of auditory and visual experience.

Psychometric Investigation

80

Brain, 86, 595-696.

Rector, C.A (1982). A Definition of the Hallucinatory Process: A review of the
Literature and Clinical Investigation. In S.A Smoyak and S. Rouslin (Eds.). A
Collection of Classics in Psychiatric Nursing Literature. Thorofare, New Jersey:

Slack Incorporated, 57-61.
Romme, M.A, Honig, A, Noorthoom, E.O., & Escher, AD. M. A C. (1992). Coping
with Hearing Voices: An Emancipatory Approach. British Journal of Psychiatry, 191,
99-103.
Romme, M.AJ., Escher, AD.M.AC (1989). Hearing Voices. Schizophrenia Bulletin.
15,209-216.
Sedman, G. (1966). "Inner Voices." British Journal o/Psychiatry, 112,485-490.

Silbersweig, D.A, Stem, E., Frith, C., Cahill,

c., Holmes, A, Grootoonik, S., et al.

(1995). A functional neuroanatomy ofhallucinations in schizophrenia. Nature, Vol.
378, 176-179.

Slade, P.D. (1972). The effects of systematic desensitization on auditory hallucinations.
Behaviour Research and Therapy, 10, 85-91.

Slade, P.D. (1973). The Psychological Investigation and Treatment of auditory
Hallucinations: A second case report. British Journal of Medical Psychology, 46,
293-296.
Slade, P.D. (1976). Towards a theory of auditory hallucinations: outline of an

Psychometric Investigation

81

hypothetical four-factor model. British Journal of Social Clinical Psychology, 15,
415-423.
Slade, P.D., & Bentall, RP. (1988). Sensory Deception: A Scientific Analysis of

Hallucinations. Baltimore: Johns Hopkins University Press.
Sobel, W., Wolski, R, Cancro, R, and Makari, G. (1996). Interpersonal Relatedness
and Paranoid Schizophrenia. American Journal of Psychiatry, Vol. 153(8),
1,084-1,087.
Soppitt, R., & Birchwood, M. (1997). Depression, beliefs, voice content and topography:
A cross-sectional study of schizophrenic patients with auditory verbal hallucinations.

Journal of Mental Health (UK), Vol. 6(5), Oct 1997, 525-532
Tolpin, P.H. (1975). On the regulation of anxiety: its relation to ''the timelessness of the
unconscious and its capacity for hallucinations." In the Annual of Psychoanalysis,

Vol. II. Chicago Institute of Psychoanalysis (Eds.). New York: International
Universities Press.
Trimble, M.R. (1991). The Psychosis of Epilepsy. New York: Raven.
Van Putten, T., Crumpton, E., & Yale, C. (1976). Drug Refusal in Schizophrenia
and the Wish to Be Crazy. Archives of General Psychiatry, Vol. 33, 1443-1446.
Wallace, A.F.C. (1959). Cultural Determinants of response to hallucinatory experience.

Archives of General Psychiatry, 1, 58-69.
West, L.J. (1975). A clinical and theoretical overview of hallucinatory phenomena in
hallucinations: In Behavior, Experience, and Theory. RK. Siegel & L.J. West (Eds.)
New York: John Wiley and Sons.

Psychometric Investigation

82

Wilcox, J., Briones, D., & Suess, L. (1991). Auditory hallucinations, posttraumatic stress
disorder and ethnicity. Comprehensive Psychiatry, 320-323.
Wolpe, J. (1958). Psychotherapy by reciprocal inhibition. Stanford, CA: Stanford
University Press.
Zilborg, G. (1941). A History o/Medical Pathology. New York: Norton & Co.

Psychometric Investigation

83

Appendix A
Letter requesting formal approval to conduct research study

Mr. Craig Johnson, Executive Director
Service Access and Management
19 North 6 th Street Suite 300
Reading, Pa 19601

2/22/01

Re: Request for formal approval to conduct research study at the Service Access and
Management facility.

Dear Craig:
You will recall that I have been attending Philadelphia College of Osteopathic
Medicine for the past 6 years where I have been pursuing my Doctorate in clinical
psychology.
Kindly be advised that I have completed the fmal stage of my dissertation proposal
and have now reached the point where 1 am ready to conduct the experimental phase of
my research study under the supervision of my dissertation committee members
consisting of Dr. Robert DiTomasso, Dr. Katherine Miller and Dr. David Castro-Blanco.
As we had discussed in the past I will be conducting a study on the nature of
hallucinations, specifically examining the validity and reliability ofthe Beliefs About
Voices Questionnaire-Revised (BAVQ-R).
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I recently spoke with Jeff Marks and Ben Renkus regarding the availability ofa client
population suited to this study as well as case management personnel who would assist in
the referring of clients for participation in this study.
After reviewing my research protocol if you agree to allow me to conduct my research
at your site, please send a letter of formal approval to Dr. DiTomasso, my dissertation
committee chair. His address is provided below:
Robert DiTomasso, Ph.D, ABPP
Department of Psychology
4190 City Avenue
Philadelphia, Pa 19131
Once again I would like to thank you for you assisting me in my research.

Sincerely,

John I. Blue, M.Ed
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Appendix B
Letter requesting formal approval to conduct the research study
Mr. John Harrison, Director
Creative Health Services
Adult Partial Milieu Program
361 High Street
Pottstown, Pa 19464

2/22/01

Re: Request for formal approval to conduct a research study at Creative Health Services
Adult Partial Milieu Program.
Dear John:
As you are aware I have been attending Philadelphia College of Osteopathic
Medicine for the past 6 years where I have been pursuing my doctorate in clinical
psychology.
Kindly be advised that I have completed the final stage of my dissertation proposal
and have reached the point where I'm ready to conduct the experimental phase of my
research study under the supervision of my dissertation committee members consisting of
Dr. Robert DiTomasso, Dr. Katherine Miller, and Dr. David Castro-Blanco. As we had
discussed in the past I will be conducting a study on the nature of hallucinations,
specifically examining the validity and reliability of the Beliefs About Voices
Questionnaire-Revised (BAVQ-R).
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In my discussion with Dr. Farag I came away with the impression that he was willing
to assist in the referring of patients who were psychotic, refractory and not suffering from
any significant substance abuse problems or dementia.
After reviewing my research protocol if you agree to allow me to conduct my research
at your site, please send a letter of formal approval to Dr. Robert DiTomasso, my
dissertation committee chair. His address is provided below:
Robert DiTomasso, Ph.D, ABPP
Department of Psychology
4190 City Avenue
Philadelphia, Pa 19131
Once again I would like to thank you for your support and assistance in my research.

Sincerely,
John 1. Blue, M.Ed
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Appendix C

Ms. Linda Groff
Threshold, Inc.
1000 Lancaster Avenue
Reading, Pa 19611

10/25/01

Re: Request for formal approval to conduct research study at the Threshold facility.

Dear Linda:
You will recall that I have been attending Philadelphia College of Osteopathic
Medicine for the past 6 years where I have been pursuing my Doctorate in clinical
psychology.
Kindly be advised that I have completed the final stage of my dissertation proposal
and have now reached the point where I am ready to conduct the experimental phase of
my research study under the supervision of my dissertation committee members
consisting of Dr. Robert DiTomasso and Dr. David Castro-Blanco. As we had discussed
in the past I will be conducting a study on the nature of hallucinations, specifically
examining the validity and reliability ofthe Beliefs About Voices Questionnaire-Revised
(BAVQ-R).
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After reviewing my research protocol if you agree to allow me to conduct my research
at your site, please send a letter of formal approval to Dr. DiTomasso, my dissertation
conunittee chair. His address is provided below:
Robert DiTomasso, Ph.D, ABPP
Philadelphia College of Osteopathic Medicine
Department of Psychology
Rowland Hall- Suite 226
4190 City Avenue
Philadelphia, Pa 19131-1693

Once again I would like to thank you for you assisting me in my research.

Sincerely,

John J. Blue, M.Ed

•
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AppendixD
Participant Letter
Dear possible participant:
We are conducting a study about the experience of hearing voices. Our hope is that by
studying this problem we may learn more about this experience. Further by learning
more about this experience we are hopeful that our fmdings may help individuals who
suffer from this problem. We are seeking volunteers to participate in this study. If you
decide to participate in this study you will be asked to complete four questionnaires.
Your responses to the questionnaires will remain confidential and anonymous and you'
may withdraw from the study at any time. Further whether you decide to participate or
not to participate in this study, you will not be deprived of any treatment you are
currently receiving. If you decide to participate in this study please inform your therapist
or case manager of your desire to do so. You will then be asked to read and sign an
informed consent form, which will describe the study in greater detail.

Principal Investigator

Co-investigator

Robert DiTomasso, Ph.D, ABPP

John 1. Blue, M.Ed
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Appendix E
Demographic Form
Instructions: Please provide the following information by circling the
appropriate answer or writing in the appropriate response in the space
provided. Please do not put your name on this form.

Gender: Male Female

Age:

Years

RacelEthnic background:
(a) White

(b) African-American (c) Hispanic

(d) Asian

(e) Other

Diagnosis if known to you:

Number oftimes you have been hospitalized for mental problems:

Medications that you are currently taking:
Names:
Dosages:
Number of times taken per day:
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Appendix F
Flow Chart
1. Letter to be sent to each site Administrator requesting formal approval to conduct
the research study.
2. Arrange for formal meeting with attending psychiatrists, intensive case managers,
therapists, psychologists and social workers to discuss the referring criteria for the
research study.
3. Referral of75 psychotic, treatment refractory subjects who are not suffering from
any significant substance abuse problem or dementia, by psychiatrists, intensive
case managers, therapists, psychologists and social workers.
4. Participant letter distributed (See Appendix C Participant letter).
5. Informed consent to be signed by the participant.
6. Demographic Form to be completed (See Appendix D)
7. Time 1: Administration of the Beck Depression Inventory-II (BDI-II), Beck
Anxiety Inventory (BAI), Beck Hopelessness Scale (BHI) and Beliefs About
Voices Questionnaire-Revised (BAVQ-R).
8. The completed questionnaires will be scored by the principal investigator and a
random sample of 30% of all the questionnaires will be re-scored independently
by a PCOM graduate student who is blind to the purpose of the study.
9. Time 2: The Beliefs About Voices Questionnaire-Revised (BAVQ-R) will be readministered one week later.
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10. The responses will be scored by the co-investigator and a random sample of30%
of the questionnaires will be re-scored by a PCOM graduate student blind to the
purpose of the study.
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. Appendix G
Copies of Questionnaires to be used in this research study
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